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Abstract 
Mental health research suggests incarcerated adolescents display similar rates of 
behavioural and emotional disorders as youth in psychiatric care. Several factors appear 
to be related to psychological problems during adolescence, including: intellectual 
disability; unhealthy family environments; childhood abuse (sexual, physical and 
emotional abuse, and neglect); substance abuse; and poverty. In addition factors such as 
parental mental illness, lack of perceived support, divorce, and single-parent families 
have been linked to mental illness in adolescence. However, recent research indicates 
that a number of factors, such as personality traits, social support, and emotional 
intelligence, may act as mediators or protective factors against developing mental 
illness in adolescence. The current study examined the rate of different forms of 
psychological disturbance in a group of adolescents involved in the youth justice system 
compared to a general high school sample (N = 145). Further, the study attempted to 
identify the combination of emotional, intellectual, and psychosocial risk and protective 
factors that best predict mental health status within these groups of adolescents. The rate 
of psychological disturbances between the groups was examined using MANOVA and 
MANCOVA, with the risk and protective factors for mental illness being examined with 
logistic regression techniques. The MANCOVA results identified significant differences 
between the youth justice and high school groups across five mental illness subscales: 
Attention Deficit Hyperactivity Disorder, Conduct Disorder, Separation Anxiety, 
Substance Abuse, and Adjustment Disorder. The youth justice group was found to 
display significantly higher scores on these five subscales. Binary logistic regression 
analyses identified a pattern of intellectual, emotional and psychosocial factors that 
contribute to the prediction of clinically significant mental health problems for both 
groups of adolescents. Some of the key factors identified include neuroticism, criminal 
conviction history, psychoticism, stress management skills, higher general mood, and 
intrapersonal skills. While the results for the differences between the groups on the 
psychopathology subscales are consistent with previous research, the number of 
predictive factors that contributed to risk for mental illness were fewer than previously 
identified. The results of the present study will enable the development of screening 
tools to identify those adolescents in youth detention that are at highest risk of emerging 
psychological disorders. Use of a screening tool has the potential to significantly 
improve mental health outcomes due to such an instrument being able to indicate a need 
for early intervention. 
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Chapter 1 
Introduction 
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1. Introduction 
1.1 Overview 
The rate of mental disorders in adolescents who are detained in criminal detention has 
consistently been found to be significantly higher compared with general adolescent 
population rates (Bickel & Campbell, 2002; Costello et al., 1996). This increased risk of 
experiencing mental illness may be due to a number of factors that have been associated 
with psychopathology during adolescence (e.g. higher rates of parent mental illness, 
lower IQ) (Brennan, Hammen, Katz, & Le Brocque, 2002; Einfeld & Tonge, 1996a). 
Research has also identified a number of factors that act as protection against 
developing mental disorders for adolescents (e.g. social support, emotional intelligence, 
extraversion) (Hunt & Evans, 2004; Moran & Shakespeare-Finch, 2003; O'Leary, 
1998). These risk and protective factors will be explored in the following chapters, 
along with the potential for early intervention strategies should a predictive model of 
risk be developed. 
1.2 Psychopathology 
The term psychopathology or mental disorder has many definitions and 
misconceptions associated with it. A basis for the classification of conditions into 
mental disorders needs to be established when researching such conditions (see 
Appendix A for specific diagnostic criteria for mental disorders). As such, mental 
disorder or psychopathology will be defined as "a clinically significant behavioural or 
psychological syndrome or pattern that occurs in an individual and that is associated 
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with present distress. . . or disability. . . or with a significantly increased risk of 
suffering death, pain, disability, or an important loss of freedom" (Diagnostic and 
Statistical Manual of Mental Disorders —fourth edition, 1994, p.xxi). 
1.2.1 Psychological Disorders in Detained Adolescents 
Research on psychopathology amongst incarcerated adolescents has suggested 
youth residing in detention centres have a similar rate of behavioural and emotional 
disorders as youth in psychiatric care (Rosenblatt, Rosenblatt & Biggs, 2000). The 
results of research into the rates of various mental health disorders indicate 19-46% of 
detained adolescents experience symptoms consistent with attention deficit disorder, 38- 
50% a major affective disorder, and 50-90% with conduct disorder (Rosenblatt et al., 
2000). Research conducted in an Australian juvenile detention facility found 98% of 
adolescents had symptoms consistent with conduct disorder, 46% Attention Deficit 
Hyperactivity Disorder (ADHD), 30% Major Depressive Disorder, 32% anxiety 
disorders, and 36% Posttraumatic Stress Disorder (PTSD) (Bickel & Campbell, 2002). 
Other research has identified increased rates of learning disorders (27%) (Kessler, 
2002), personality disorders (Kjelsberg, 2004), and substance abuse (23-69%) (Bigelow, 
2000; Kessler, 2002) amongst juvenile detainees. 
The high rate of symptoms consistent with conduct disorder observed in the 
detained adolescent population is somewhat unsurprising given the diagnostic criteria 
for conduct disorder. According to DSM-IV-TR (2000) the essential feature of conduct 
disorder is repetitive and persistent behaviour that violates the rights of others or 
societal norms for appropriate behaviour. The behaviour can be classified as aggressive 
conduct that threatens or harms other people or animals; non-aggressive behaviour that 
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causes damage to property; deceit or theft; and violations of rules. For detained 
adolescents, this criterion is met simply by an act that results in criminal detention. 
Not only are rates of psychopathology high amongst detained adolescents, co-
morbidity of mental health disorders is also high in these populations (Abram, Teplin, 
McClelland & Dulcan, 2003). Abram et al. (2003) found 56.5% of female adolescent 
detainees and 45.9% of male adolescent detainees suffered two or more disorders, 
including "major depressive, dysthymic, manic, psychotic, panic, separation anxiety, 
over anxious, generalised anxiety, obsessive-compulsive, ADHD, conduct, oppositional 
defiant, alcohol, marijuana, and other substance" disorders (Abram et al., 2003, p.1099). 
Abram et al. also found that in comparison to those with no mental health disorder, 
those adolescents with a mental health disorder were significantly more likely to have a 
substance use disorder. They found that detained adolescents were more likely to have 
ADHD or a behavioural disorder and a substance use disorder than any other co morbid 
combination. 
1.2.2 Psychological Disorders in the General Adolescent Population 
Rates of psychopathology amongst adolescents in the general population are 
significantly lower than rates of psychopathology in detained adolescents. General 
population rates of psychopathology in adolescents report: 1-3.8% of 13-17 year olds 
have conduct disorder; 3.8-10% have ADHD; 4.8% have a depressive disorder (Sawyer 
et al., 2000); 2-10% of adolescents have a learning disorder; the lifetime prevalence of 
PTSD in the general population is 1-14%; and obsessive compulsive disorder, which 
generally starts during adolescence, has been estimated to have a lifetime prevalence of 
2.5% and a one year prevalence of 1.5-2.1% (DSM-IV, 1994). 
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A study of American adolescents aged 9-13 years found an overall prevalence of 
psychiatric disorders between 18.5-21.9% (Costello et al., 1996). They found 5.7% had 
an anxiety disorder; 1.5% had a depressive disorder; 6.6% had a behavioural disorder 
(3.35% CD and 1.9% ADHD); and 6.8% had an emotional disorder, as classified using 
DSM-III-R diagnoses. Only 0.02% had PTSD and co-morbid emotional and 
behavioural disorders were seen in 1.5% of the sample. An assessment of the influence 
of sex, age, race, family income, and urban or rural residence on psychopathology 
identified that boys and poorer children were at higher risk of any psychiatric disorder. 
The rate of substance use disorders is also lower amongst adolescents in the 
general population compared to detained adolescents. Costello et al.'s (1996) study 
found 0.1% of 9-13 year olds had substance abuse or dependence. Amongst 14-17 year 
old adolescents, the rate of long-term risky alcohol consumption (defined as 3-6 drinks 
per day) was 6-9% in the general population (Hayes, Smart, Toumbourou & Sanson, 
2004). A study of 15-54 year olds in 1990-1991 found 14% had experienced alcohol 
dependence in their life and 7% had experienced it in the previous 12 months (DSM-IV, 
1994). 
1.2.3 Genetics V's Environment 
There is a resurgence in research highlighting the necessity for both genetic and 
environmental influences to be considered in the expression of psychological disorders 
(Jones & Owen, 2004; Rutter, 2005). For mood disorders such as bipolar disorder and 
depression, genetic contributions have been estimated between 20-80%, with bipolar 
disorder showing a strong genetic contribution at around 80% (Rutter, Silberg, 
O'Connor, & Simonoff, 1999). Research has identified that the children of adults with 
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major depressive disorder commencing before two years of age have increased 
incidence of depression, anxiety disorders, and drug or alcohol dependence (Rutter et 
al., 1999). Other research has shown that the genes involved in the risk for depression 
are also involved in the liability to negative life events, which are known to contribute 
to depressive disorders (Rutter et al., 1999). 
Eley (1999) reported that genetic influence accounted for approximately one 
third of the variance in most cases of studies on anxiety and depression. Further, it was 
found that the genetic contribution appeared to increase with age, with the heritability of 
anxiety greater for girls and heritability of depression greater for boys. When the 
influence of shared environment was taken into consideration, it appeared that while 
shared environment was important for anxiety, it had very little or no influence in 
depression. 
The genetic liability for schizophrenia has been found to be consistently high at 
around 75% or above (Rutter et al., 1999). Twin research has found concordance for 
schizophrenia of about 46% in monozygotic twins and 14% in dizygotic twins (Rutter et 
al., 1999). There is evidence to suggest the genetic susceptibility to schizophrenia also 
extends to some delusional disorders, schizoaffective and schizotypal disorders (Rutter 
et al., 1999). As with the research on depression, there is also evidence that 
environmental risks interact with these genetic risk factors. 
Findings for the genetic contribution of behavioural disorders such as Attention 
Deficit/Hyperactivity Disorder have indicated a substantial genetic component (Rutter 
et al., 1999). A meta-analysis of twin and adoption studies examining antisocial 
behaviours found additive genetic influences account for 32% of the variation and non-
additive genetic influences 9% (Jones & Owen, 2004). This meta-analytic study also 
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found environmental influences both shared and non-shared accounted for around 59% 
of the variation (Jones & Owen, 2004). 
In general, the research literature indicates that genetic and environmental 
influences on psychological disorder are varied. On average, it appears that genetic 
influences comprise approximately one third of the variation in disorders, however the 
exact contribution varies considerably depending on the type of disorder, the age and 
sex of the children, and the type of research method used (Rutter, 2005; Eley, 1999; 
Jones & Owen, 2004). On the other hand, environmental factors have a highly variable 
influence, ranging from little or no influence as in the case of shared environmental 
factors for depression, to having a strong influence as in the case of some behavioural 
disorders (Eley, 1999; Jones & Owen, 2004). As Jones and Owen suggest, even if all 
the susceptibility genes for a given disorder are identified, unless the relevant 
environmental risks are also identified, it will be impossible to predict the expression of 
the disorder. For most researchers, the interplay between genetic and environmental 
factors is critical in understanding triggers to the development of psychological 
disorders. 
In addition to the environmental and genetic risk factors that have been linked to 
increased rates of psychopathology in adolescence, protective factors have been 
identified that exert a mitigating influence on the negative effects of risk factors and/or 
induce positive mental health outcomes. Figure 1 maps the theoretical interaction 
between these environmental and genetic risk and protective factors that can either 
result in negative or positive mental health outcomes. This interaction is complex in that 
there are multiple risk and protective factors that can interact in a number of ways. For 
example, an adolescent who enters a detention facility who has experienced abuse, 
family breakdown, poverty and has a substance abuse problem, who also has low 
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Emotional Intelligence (El) and has unstable social support networks, would 
theoretically have an increased risk of manifesting a mental health problem compared to 
an adolescent who has experienced the same risk factors but has a good social support 
network and is higher in El. This is an example of one of the many ways risk and 
protective factors could interact to produce a range of outcomes in mental health. 
Risk Factors 
Abuse 
Substance Abuse 
Intellectual Disability 
SES 
Family Dynamics 
Genetics 
• 
Protective Factors 
Resilience 
Personality Traits 
Emotional Intelligence 
Social Support 
Genetics 
Risk of Psychopathology 
(Genetic + Environmental) 
Manifestation or no 
manifestation of 
psychopathology 
Figure 1. Theoretical mapping of the relationship between risk and protective factors for psychopathology and their link to mental health 
outcomes. 
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1.3 Risk Factors for Psychopathology 
Research has found a number of factors are related to psychological problems 
during adolescence. Included in these factors are: intellectual disability (Einfeld & 
Tonge, 1996a); unhealthy family environments (Repetti, Taylor & Seeman, 2002); 
childhood abuse, including sexual abuse, physical abuse, emotional abuse, and neglect 
(Van Gijseghem & Gauthier, 1994); substance abuse (Abram et al., 2003); and poverty 
(Kurdek & Sinclair, 1988). Other factors that have been reported as risk-factors for 
adolescent psychopathology include parental psychopathology, lack of perceived 
support, and divorce (Kaplan et al., 1998). All of these factors have been found to 
impact the psychological, physical and emotional adjustment of adolescents, quite often 
having detrimental effects. A combination of these factors in an environment where 
consistently high rates of psychopathology have been identified such as in a juvenile 
detention centre, may have an even greater detrimental influence on adolescent mental 
health. 
1.3.1 Individual characteristics 
1.3.1.1 Substance Abuse 
According DSM-IV-TR (2000) criteria, the abuse of substances constitutes a 
Substance Use Disorder. The essential element of substance abuse is maladaptive 
patterns of repeated use of the substance indicated by recurrent and significant adverse 
consequences (DSM-IV-TR, 2000). The substance could be illicit drugs, prescription 
medication, or other toxins, ranging from alcohol, cocaine, and cannabis, to caffeine, 
nicotine, and sleeping pills. The criteria for substance abuse is that over a 12 month 
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period, one or more of the following recurrent adverse outcomes should occur: 
substance use that results in the failure to fulfil obligations at work, school, or home; 
substance use in situations that are hazardous, such as driving or operating machinery; 
substance-related legal problems; continued substance use despite persistent social or 
interpersonal problems caused by the effects of the substance (DSM-IV-TR, 2000). 
Substance dependence is another Substance Use Disorder characterised by 
cognitive, behavioural and physiological symptoms indicating continued use of the 
substance despite significant adverse consequences (DSM-IV-TR, 2000). The criteria for 
substance dependence include a continued maladaptive pattern of substance use, leading 
to clinical impairment or distress over a 12 month period. At least 3 of the following 
symptoms must occur in those 12 months: tolerance, indicated by a need for increased 
amounts of the substance or a diminished effects with the continued use of the same 
amount of the substance; withdrawal, identified by the withdrawal syndrome of the 
substance or the substance being taken to relieve or avoid withdrawal symptoms; the 
substances is taken in large amounts or over a longer period than intended; a persistence 
desire to cut down or control the use of the substance; large amounts of time are spent 
gaining the substance, using it, or recovering from it; social, occupational or 
recreational activities are given up because of the substance use; and the substance use 
is continued despite knowledge of physical or psychological side-effects it is likely to 
have been persistently causing (DSM-IV-TR, 2000). 
Substance abuse in adolescents and their parents has been strongly linked to 
criminal activity in adolescence (Bigelow, 2000). Abram et al. (2003) found that 43.1% 
of detained female adolescents and 46.6% of detained male adolescents had a substance 
use disorder. Substance abuse has not only been linked to criminal activity, it has also 
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been associated with psychopathology (Abram et al., 2003). Of a sample of detained 
adolescents aged 10-18 years, 58.4-73.8% of those with a psychiatric disorder also had 
a substance use disorder (Abram et al., 2003). Abram et al. found that adolescents were 
more likely to have substance use and behavioural disorders than any other combination 
of disorders. 
According to the 2004 National Drug Strategy Household Survey (2005), 64.9% 
of those who used heroin in the previous month had high to very high levels of 
psychological distress which was defined as anxiety and/or depressive symptoms 
experienced in the previous month. It also reported that almost 40% of people who used 
an illicit drug in the previous month had high to very high levels of psychological 
distress. Other research has found links between substance use and psychopathology in 
adolescents, particularly depression, anxiety disorders, and conduct disorder (Ferdinand, 
Blum, & Verhulst, 2001). 
Clark, Parker and Lynch (1999) conducted a longitudinal study on the pathway 
to substance use disorders for adolescent boys and found evidence consistent with a 
pathway from a parent with a substance use disorder through anti-social disorders to 
early adolescent substance-related problems. The risk group for boys (i.e. high risk if a 
parent had a substance use disorder or low risk if parents did not have a substance use 
disorder) predicted antisocial disorders, negative affect disorders, alcohol use, cannabis 
use, and substance-related problems in adolescence. Those with parents who had a 
substance use disorder were more likely to experience substance-related problems and 
psychopathology in adolescence than those without a parent with a substance use 
disorder. 
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1.3.1.2 Criminal History 
Research has indicated a number of factors in an individual's lifestyle correlate 
with criminal activity. Van Dorn and Williams (2003) suggested that a violent home 
environment, beliefs about the relationship between power and safety (i.e., the use of a 
weapon to protect yourself), and being victimised correlated with violent offending. 
Other research has indicated there are a number of variables that correlate with, or 
predict, re-offending. Some of the best predictors of re-offending include the number of 
previous suspended prison sentences, the number of days spent in prison, and social 
desirability (Peersen, Sigurdsson, Gudjonsson & Gretarsson, 2004). Re-offenders tend 
to have been younger when they committed their first offence and received their first 
prison sentence, have a higher number of previous suspended sentences, previous 
unconditional prison sentences, times in prison and days in prison, and more frequent 
use of alcohol, cannabis, amphetamines, cocaine, and other illicit drugs. They also score 
lower in social desirability, socialisation and self-deception (Peersen et al., 2004). 
Previous research found 59% of juveniles who were not reconvicted of an 
offence displayed superior intellectual and memory abilities compared to reconvicted 
juveniles, as well as being more pro-social and compliant (Peersen et al., 2004). Dembo 
et al. (1990) found that youths who tested positive for cannabinoids and who reported 
recent drug use, had significantly more referrals to court for property and drug offences 
compared to youths who did not test positive for drugs. 
The factors related to criminal offending include a number of factors that are 
also related to psychopathology. Family dynamics and the home environment have been 
found to affect mental health, as well as intellectual ability, drug use and social support. 
Evidence also indicates that those with longer criminal offending histories are also those 
14 
with lower levels of intellectual functioning, less social desirability (and therefore social 
support), and greater drug use (Peersen et al., 2004; Dembo et al., 1990). This research 
indicates a relationship exists between criminal history and psychopathology. The 
increased incidence of psychological disorders in detained adolescent populations alone, 
indicates an increased risk of psychopathology with greater involvement in the criminal 
justice system. 
1.3.1.3 Previous Mental Illness 
A number of studies have shown that childhood psychological disorders are 
associated with negative outcomes, such as delinquency, poor education, and a range of 
psychiatric disorders, in adolescence and adulthood (Sourander et al., 2007). Self-report 
depression symptoms at age 8 years have been found to predict a wide range of 
psychological problems at 18 years of age, including depression and antisocial 
personality, suicidality, and alcohol abuse (Sourander et al., 2007). Sourander et al. 
(2007) found children who had combined emotional and conduct problems at 8 years of 
age, had a greater risk for criminal, psychiatric and functional problems in young 
adulthood. These children were at higher risk for all psychiatric disorders in comparison 
to children who had conduct problems only, attention problems, or emotional problems 
only. 
Other research has found that negative affect in preschoolers predicts later 
childhood experiences of internalising and externalising symptoms, symptoms of 
anxiety and depression, and antisocial behaviours in adulthood (Egger & Angold, 
2006). Lewinsohn et al. (2008) found that the experience of separation anxiety disorder 
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in childhood increases the risk for the occurrence of panic disorder and depressive 
disorders in young adulthood. They found more than 70% of people who experienced 
separation anxiety disorder in childhood also experienced psychopathology in young 
adulthood, suggesting a significant risk of future mental disorders for children who 
experience separation anxiety disorder (Lewinsohn et al., 2008). All of these findings 
suggest previous mental illness during childhood is a risk factor for experiencing 
subsequent mental illness in adolescence and adulthood. 
1.3.2 Family factors 
1.3.2.1 Family Structure 
Investigations into the effects of family structure on adolescent adjustment 
indicate that once socio-economic factors (e.g., poverty, neighbourhood) have been 
taken into consideration, living in a non-nuclear (one-parent, step families, etc) family is 
no more detrimental to adolescent adjustment than are nuclear families (Kurdek & 
Sinclair, 1988). Across various family structures, family dynamics or family 
environment has a greater impact on psychopathology in adolescence than the structure 
itself. As previously suggested, factors such as family conflict, family relationships, 
coping strategies, and/or social support from people outside the family, has a greater 
impact on adolescent mental health than family structure (Kurdek & Sinclair, 1988). 
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1.3.2.2 Family Dynamics 
Research on the effect of the familial environment on the mental and physical 
health of children and adolescents, has consistently suggested that unhealthy families 
have as much of a detrimental effect on health as healthy families have a positive effect 
(Repetti et al., 2002). The characteristics of unhealthy families include family conflict, 
anger and aggression, and unsupportive and neglectful relationships. Other family 
factors that have an effect on mental health in children and adolescents include poverty, 
chronic stress, and neighbourhood violence (Repetti et al., 2002). 
Family dysfunction can increase child and adolescent behaviour problems, by 
interfering with the parent-child relationship (Fauber, Forehand, Thomas, & Wierson, 
1990). Fauber et al. (1990) suggested that conflict between parents can alter the parent-
child relationship in three ways: decreasing the consistency and effectiveness of 
discipline; parents withdrawing from or rejecting the child; and increased use of 
psychological or emotional control over the child. In their study, internalising behaviour 
problems amongst adolescents in both intact and divorced families were accounted for 
by disruptions to the parent-child relationship, specifically psychological control and 
rejection or withdrawal of the mother. Overall, Fauber et al. found that rejection by, or 
withdrawal of, a mother was consistently related to higher levels of adjustment 
problems in both divorced and intact families. 
In a study of adolescent perceptions of marital conflict, Harold, Fincham, 
Osborne and Conger (1997) found that the perception of marital conflict by the 
adolescent has both direct and indirect effects on internalising behaviour problems for 
the adolescent. The indirect effect exists through the adolescents' perception of mother-
child and father-child hostility, influencing adolescent distress levels. The findings 
indicate that adolescent perceptions of marital conflict and parental hostility predict 
later internalising symptoms, specifically depression and anxiety. 
1.3.2.3 Family Criminal History 
There is little research investigating the link between criminal activity in parents 
and mental health outcomes for children. Children of parents who have a criminal 
history are more likely to be involved in crime themselves, either as a result of 
environmental influences or heritable traits that appear to increase the likelihood of 
criminal activity (Mednick, Gabrielli, & Hutchings, 1984). As there is an increased risk 
of mental health problems amongst those involved in crime, it would be reasonable to 
suggest a potential link between parental crime and an increased risk of mental illness 
for the children of these parents. However, the impact of criminal activity in parents on 
the mental health of their children independent of a possible genetic influence has yet to 
be investigated. 
1.3.2.4 Family Mental Illness 
Twin and family research has indicated an increased risk of experiencing mental 
health problems in the first degree biological relatives of people with psychological 
disorders. The children of parents with Antisocial Personality Disorder, Alcohol 
Dependence, Mood Disorder, ADHD or Schizophrenia, are at increased risk of 
experiencing Conduct Disorder. ADHD is more common in first degree biological 
relatives, with a higher prevalence of mood and anxiety disorders, substance disorders, 
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and Antisocial Personality Disorder in the families of people with ADHD. For the 
children of parents with Alcohol Dependence, there is an increased risk of also 
experiencing Alcohol Dependence, but not for other substance dependence problems 
(DSM-IV-TR, 2000). 
Amongst the anxiety disorders, the relatives of persons with OCD or Tourette's 
syndrome (TS) are more likely to develop OCD than the general population. GAD has a 
familial association, with the genetic factors influencing the risk for GAD closely 
related to those for Major Depressive Disorder. Social Phobia also occurs more 
frequently in the first degree biological relatives of sufferers. PTSD appears to have a 
heritable component, with the relatives of those people with a history of depression 
having an increased vulnerability to PTSD (DSM-IV-TR, 2000). 
Major Depressive Disorder is 1.5-3 times more common in the first degree 
biological relatives of sufferers compared to the general population. There also appears 
to be an increased risk of Alcohol Dependence in the adult relatives of people with 
Major Depressive Disorder, and an increased risk of Anxiety Disorder or ADHD in the 
children of sufferers. Children of depressed mothers have been found to be at greater 
risk of developing a number of behavioural problems and psychopathology (Brennan et 
al., 2002). Bipolar Disorder has a strong genetic influence, with the relatives of people 
with Bipolar Disorder experiencing increased rates of Bipolar I, Bipolar II and MDD 
(DSM-IV-TR, 2000). 
For Schizophrenia, the higher concordance rate in monozygotic twins than 
dizygotic twins, suggests a genetic component (DSM-IV-TR, 2000). There is also a 10 
fold increase in the risk of experiencing schizophrenia for the first degree biological 
relatives of sufferers. Some relatives of people with schizophrenia may also be at an 
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increased risk of experiencing a group of disorders including Schizoaffective Disorder 
and Schizotypal Personality Disorder (DSM-IV-TR, 2000). 
A study looking at the influence of both maternal depression and paternal 
psychopathology on youth psychopathology found an interactive effect between the 
father's psychological state and the relationship between the mother's depression and 
the child's depressive disorder outcomes. The research found that paternal depression 
and paternal substance abuse acted as moderators in this relationship. There was an 
additive effect of maternal and paternal depression for externalising disorders (ADHD, 
CD, Oppositional Defiant Disorder, and Substance Abuse) in the youth, indicating an 
increased risk if both parents are experiencing depressive disorders (Brennan et al., 
2002). Overall, the evidence strongly suggests that a familial history of psychological 
disorders increases the risk of experiencing mental health problems, with first degree 
biological relatives at the greatest risk. 
1.3.2.5 Abuse 
Abuse during childhood and adolescence has been linked to a number of 
behavioural and emotional problems in adulthood, with more recent research linking 
abuse to problems during adolescence (Van Gijseghem & Gauthier, 1994). The 
Children, Young Persons and their Families Act 1997 for Tasmania describes abuse or 
neglect as sexual abuse, physical or emotional abuse, or neglect that is likely to result in 
physical or psychological harm, or where physical or psychological development is at 
risk to the individual who is injured, abused or neglected ("Children, Young Persons 
and their Families Act 1997", 1997). Sexual abuse of females in childhood has been 
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associated with behavioural problems such as criminal and suicidal behaviour, drug 
addiction, self-mutilation, depression and identity disorders. Factors such as the severity 
and duration of the abuse, the relationship to the abuser, and the reaction of the abused 
person to the abuse, are implicated in the development of behavioural and emotional 
problems during adolescence (Van Gijseghem & Gauthier, 1994). Research on adults 
receiving psychiatric treatment report high rates of childhood abuse than the general 
population (Downs & Harrison, 1998). These studies indicate that those with a history 
of abuse are at increased risk of needing and receiving psychiatric treatment (Downs & 
Harrison, 1998). 
A number of studies with children and adolescents have shown increased risk of 
mental health problems amongst those who have been abused, compared to those who 
have not been abused. The mental health problems associated with this increased risk 
include depression, anxiety and Post Traumatic Stress Disorder (PTSD) (Downs & 
Harrison, 1998). Sadowski et al. (2003), in their study of sexually abused girls between 
the ages of 6 and 14 years, found 73% had PTSD, 58% had separation anxiety, and 57% 
had major depression. They also found that the factors of being abused by someone who 
was not a parent figure, an elapsed period of at least 2 years since last abuse, and 
experiencing serious abuse, predicted major depressive disorder. In contrast, separation 
anxiety was predicted by the abuser not being a parent figure. Another study of adults 
who had experienced childhood sexual abuse before 16 years of age, found an increased 
prevalence of major affective disorders, anxiety and acute stress disorders, personality 
disorders, and conduct disorder in childhood compared to controls (Spataro, Mullen, 
Burgess, Wells, & Moss, 2004). 
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Studies on the effects of childhood abuse on males are less common than those 
of females. Some recent studies have found sexual abuse of males in childhood is 
associated with increased prevalence of anxiety disorders, personality disorders, organic 
disorders, childhood mental health disorders, and conduct disorders (Spataro et al., 
2004). A study examining the long-term health consequences of physical abuse in 
childhood found that physical abuse was significantly associated with all the assessed 
adverse health issues in adulthood, including: acquiring a physical health condition in 
adulthood; acquiring a mental health condition; using alcohol daily; using tranquilizers, 
painkillers, anti-depressants, and illegal drugs regularly; and sustaining a serious injury 
in adulthood (Thompson, Kingree, & Desai, 2004). Thompson et al. (2004) also found 
that compared to males, females who were physically abused were more likely to have a 
mental health condition and report unfavourable health. 
An Australian study of child sexual abuse experiences reported by post-
secondary school students (Goldman & Goldman, 1988), found 28% of females and 9% 
of males reported being sexually abused as a child. Goldman and Goldman also found 
that 68% of females reported being afraid or shocked at the time of the abuse, while 
30% of males reported negative reactions. They found females appeared to be at a 
greater risk of experiencing long-term trauma from the experience compared to males, 
with the discrepancy in age between the child and the perpetrator having a significant 
effect on short-term trauma experiences for males and females, and long-term trauma 
experiences for females. More recent data from international and state surveys suggest 
approximately one in three girls and one in seven boys experience sexual abuse (Smith 
& Kelly, 2008), which frequently results in negative physical, psychological and social 
problems (Smith and Kelly, 2008). In the United States, approximately 15% to 32% of 
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women report a history of childhood sexual abuse (Rosenthal, Hall, Palm, Batten & 
Follette, 2005). 
Goldman and Goldman's (1988) research on the nature of sexual abuse found 
that the age of the child at the time of the abuse was not a factor in the experience of 
trauma for the abused children. For females, the type of sexual abuse, the relationship of 
the perpetrator to the child (e.g. male family member) and the experience of abuse from 
a stranger were significant factors in the experience of trauma in the long-term. For 
males there was a similar pattern of factors contributing to traumatic experiences, but to 
a lesser degree of significance. Other research has found that more severe abuse, of 
longer duration, and perpetrated by a trusted person results in poorer mental health 
outcomes. Also, the self-blame reactions from the child, delayed disclosure, and 
negative social reactions from others results in poorer outcomes (Ullman, 2007). 
There is some research that has found contradictory results on the nature of 
sexual abuse and negative mental health outcomes (Forouzan & Van Gijseghem, 2005). 
This research suggests that factors such as the type of sexual contact, frequency and 
duration of abuse, and characteristics of the perpetrator have no clear link to mental 
health outcomes (Forouzan & Van Gijseghem, 2005). These findings suggest the 
relationship between sexual abuse and mental illness may be mediated by other factors 
such as familial relationships, family socioeconomic status, violence within the family 
in general, and criminal involvement (Forouzan & Van Gijseghem, 2005), and 
highlights the complexity of the nature of risk for psychopathology in adolescence. 
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1.3.2.6 Socio-economic Status. 
Poverty has been associated with psychopathology (Kurdek & Sinclair, 1988; 
Buu, DiPiazza, Wang, Puttler, Fitzgerald, & Zucker, 2009). Poverty exposes children 
and adolescents to a range of adversities such as poor nutrition, homelessness, poor 
housing, frequent moving of schools and homes, and general stress on the child and 
their parents (Costello, Keeler & Angold, 2001). A study conducted by Costello et al. 
amongst poor white and black children in America found that it was the white children 
who were more at risk of psychopathology as a result of poverty, despite higher rates of 
poverty amongst the black children. They suggested that relative poverty, as opposed to 
absolute poverty, was a risk factor for psychopathology amongst the white children. 
They also found five factors that mediate the relationship between poverty and 
psychopathology, including family history of psychiatric disorder, multiple moves of 
home, a lack of warmth in the parent-child relationship, poor parental supervision, and 
harsh discipline style. These factors are more prevalent in poor families and explain 
most of the effects of poverty on psychopathology (Costello et al., 2001). 
Similarly, Conger et al. (1992) constructed a model of family economic hardship 
and adjustment for adolescent boys, which lead from family economic pressure to the 
parent's depressed mood, through marital conflict and less involved parenting, to 
adjustment problems amongst the boys. Their model hypothesised that adjustment 
problems amongst the adolescents was not a direct result of economic hardship, but was 
mediated by parental mood, marital conflict and resultant parenting practices. The 
results of their study suggested that economic difficulties were indirectly linked to 
adolescent adjustment, via parental behaviour. The primary parental behaviour 
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associated with adolescent adjustment problems was effective child-rearing practices 
(Conger et al., 1992). 
Further findings of research into the effect of socioeconomic status have 
indicated similar mediating relationships between parenting practices, socialisation 
factors and family histories, and psychological and behavioural adjustment amongst 
children and adolescents (e.g., Dodge, Pettit, & Bates, 1994; Conger et al., 1992). 
Dodge et al. (1994) found that children's behaviour problems were predicted by relative 
socioeconomic disadvantage over a four year period. They also found that lower 
socioeconomic status was related to eight components of socialisation: harsh discipline, 
violent neighbourhoods and families, transient peer groups and less stable friendships, 
less cognitive stimulation in the home, less warmth from mothers, high rates of family 
life stressors, less social support, and aggressive problem solving values. These 
socialisation factors were found to lead to behaviour problems in the clinical risk range 
amongst children in lower socioeconomic groups, with harsh discipline having the 
greatest effect (Dodge et al., 1994). 
From these findings it would appear that socioeconomic disadvantage influences 
social development, which in turn can lead to behavioural and psychological problems 
in childhood, adolescence and adulthood. This suggests there is a multivariate 
interaction of factors related to lower socioeconomic status and mental health outcomes. 
Again, this highlights the complexity of risk for psychopathology during adolescence. 
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1.4 Protective Factors for Psychopathology 
Research has suggested that a number of factors may act as mediators or 
protective factors against developing psychopathology. Resilience research has 
indicated that personality traits (Moran & Shakespeare-Finch, 2003) and social support 
(Garmezy & Rutter, 1985) contribute to reduced vulnerability and increased well-being 
following exposure to a traumatic event, and therefore may act as protective factors 
against developing psychopathology. Other research has found emotional intelligence 
contributes to increased coping abilities (Hunt & Evans, 2004) and psychological well-
being (Hemmati, Mills & Kroner, 2004). These factors that are theoretically and 
empirically linked to positive outcomes following trauma and generally to well-being, 
may also contribute to reducing vulnerability to psychopathology in "at-risk" adolescent 
populations. 
1.4.1 Individual characteristics 
1.4.1.1 Resilience 
The ever increasing body of research on resilience and thriving provide a 
number of models on reducing the impact of stress and risk factors on the individual. 
Two models described by O'Leary (1998) are the Compensatory model and the 
Protective Factor model. The Compensatory model suggests compensatory factors 
neutralise exposure to risk factors, acting independently to contribute to the outcome of 
risk exposure. The Protective Factor model suggests protective factors interact with risk 
factors, moderating the effects of exposure to risk. Instead of having a direct influence 
on the outcome of risk exposure like compensatory factors do, protective factors have 
an indirect influence on the outcome by acting as moderators (O'Leary, 1998). By 
identifying compensatory or protective factors in detained adolescents' development, 
the risk of mental health problems may be reduced. 
Research on posttraumatic vulnerability has indicated various individual and 
social resources may be important determinants of resilience and reduced vulnerability 
following stressful events (O'Leary, 1998). Individual resources that have been found to 
have an impact on posttraumatic mental health include personality variables, such as 
extraversion, agreeableness, openness and conscientiousness (Moran & Shakespeare-
Finch, 2003); optimism; hope (Park, 1998); and cognitive resources, such as coping 
styles and cognitive appraisals (Park, 1998). The main social resource that has been 
found to influence posttraumatic vulnerability is social support (O'Leary, 1998). 
The first wave of a study conducted by Lerner et al. (2005) on positive youth 
development amongst 5 th graders supports a number of "metaindicators" (Lerner et al., 
2005) that can be used to describe the numerous factors in adolescents' development 
that contribute to positive youth development and subsequent thriving. Structural 
Equation Modelling supported the constructs of competence, confidence, connection, 
character, and caring and compassion in positive youth development (Lerner et al., 
2005). Competence is defined as a "positive view of one's actions", socially, 
academically, cognitively, and vocationally (i.e., intrapersonal skills); confidence is 
defined as "an internal sense of overall positive self-worth and self-efficacy"(i.e., 
intrapersonal skills); connection is "positive bonds with people and institutions" (i.e., 
interpersonal skills); character is a "respect for societal and cultural rules, possession of 
standards for correct behaviours, a sense of right and wrong, and integrity"; and caring 
and compassion is " a sense of sympathy and empathy for others" (i.e. interpersonal 
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skills, empathy) (Lerner, et al., 2005, p.23). Factors like these are likely to contribute to 
protective factors against mental health problems in detained adolescents. 
1.4.1.2 Personality 
Research suggests that personality may contribute to a person's ability to cope 
with stress and show resilience in stressful situations (Moran & Shakespeare-Finch, 
2003). Studies amongst adults who have experienced a traumatic event have found traits 
from the Five Factor Model of personality, account for significant variance in post-
traumatic outcomes (Moran & Shakespeare-Finch, 2003). Adults who are high in 
extraversion are more likely to report growth following a traumatic experience, while 
those high in neuroticism are generally more susceptible to negative outcomes 
following trauma (Moran & Shakespeare-Finch, 2003). Openness and conscientiousness 
have both been related to growth outcomes following traumatic events, while 
agreeableness is less clear in its relationship to post-trauma experiences (Moran & 
Shakespeare-Finch, 2003). 
Although research on personality in adulthood suggests strong links to coping 
and post-trauma outcomes, personality in childhood and adolescence is less stable and 
more difficult to assess (Costa & McCrae, 1986; Blonigen, Carlson, Hicks, Krueger, & 
Iacono, 2008)). Research on the Big Five personality traits in adolescents suggests 
agreeableness, openness and conscientiousness have less stability with increasing age 
compared to extraversion and neuroticism (Gullone & Moore, 2000). A study 
comparing an adolescent five factor personality questionnaire with the NEO-FFI, 
suggested that the neuroticism and extraversion subscales were strongly correlated, 
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while the conscientiousness, agreeableness and openness subscales were moderately 
correlated with each other on the two (adolescent and NEO-FFI) five factor 
questionnaires (L,ounsbury et al., 2003). Other research has found that agreeableness 
and conscientiousness appear to decline between the ages of 12 and 18 years, before 
increasing dramatically in adulthood (Allik et al., 2004). Extraversion and neuroticism, 
on the other hand, appear to have more of a smooth transition from adolescence to 
adulthood (Allik et al., 2004). 
It has been suggested that personality is not stable until thirty years of age 
(Costa & McCrae, 1986), however Eysenck developed a theory of personality based on 
temperaments, which are theorised to have a strong genetic component and can 
therefore be assessed in childhood and adolescence (Eysenck & Eysenck, 1985; Center 
& Kemp, 2002). Eysenck's theory focuses on three "source traits" (Eysenck & Eysenck, 
1985, p.86), psychoticism, extraversion, and neuroticism. Twin studies examining these 
"source traits" or temperaments have demonstrated a strong genetic influence, with up 
to 56% of the variance in these source traits being accounted for by genetic factors 
(Eysenck & Eysenck, 1985). Other twin studies have suggested genetic factors 
contribute to 40-46% of personality, with only modest (7%) environmental influences 
being reported (Bouchard, 1994). 
While environmental influences appear to contribute less to personality 
variation, some research has suggested a larger contribution when non-shared 
environmental influences are investigated. There appears to be consistency for shared 
environmental influences contributing approximately 6-7% of variance; however, non-
shared environmental influences may account for greater variance when considered 
along-side genetic factors (Pergadia et al., 2006). Also, there is some evidence of 
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difference in the contribution of environmental and genetic factors between the 
personality variables themselves (Pergadia et al., 2006). Pergadia et al. (2006) found 
larger shared environmental influences on higher neuroticism and social non-conformity 
personality traits but not higher extraversion traits amongst an adolescent population. 
This suggests there may be varying gene-environment interactive effects for individual 
personality traits. However, genetic influences still appear to contribute a substantial 
amount to all the traits. 
An evaluation of research on Eysenck's theory of personality among adolescents 
with anti-social behavioural problems, found that 37.5% of studies identified a 
significant difference on the extraversion trait between adolescents with anti-social 
behavioural problems and comparison groups; 83.3% identified significant differences 
on the psychoticism trait; and 50% identified significant differences on the neuroticism 
trait (Center & Kemp, 2002). This research suggests that personality traits such as 
psychoticism, neuroticism and extraversion may be related to behavioural problems in 
adolescence, which may suggest a further relationship to mental health problems and/or 
resiliency to these problems. 
1.4.1.3 Intellectual Functioning 
Intelligence is a somewhat nebulous concept, with multiple theories as to what 
intelligence is and what it involves. Theoretically, intelligence is considered to be 
anything from a general "energy" that drives intellectual ability, to a set of abilities that 
allow problem solving and product development (Gardner, Kornhaber 8z Wake, 1996). 
Galton and Binet, two of the early theoreticians on intelligence, both agreed that it was 
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possible to scientifically measure and understand this concept of intelligence (Sternberg, 
1995). From this idea stemmed psychometric approaches to intelligence such as the 
exploration of intelligence through various psychological tests and statistical analyses 
(Gardner et al., 1996). 
Spearman's notion of intelligence stipulated that there existed a general 
cognitive ability that enabled people to reason, solve problems, and generally perform 
cognitive tasks (Eysenck & Kamin, 1981). He also suggested that specific abilities 
existed beyond the general ability that enabled people to complete specific tasks 
(Eysenck & Kamin, 1981). Based on this theory, Spearman reasoned that a number of 
different problems could be put together in order to measure these general and specific 
abilities. Results from these tasks would then correlate positively with each other, a 
result which has been found in subsequent research (Eysenck & Kamin, 1981). 
Although Spearman's theory is supported by correlational data, other theorists 
have suggested Spearman was incorrect in suggesting the construct of general 
intelligence. Theorists such as Thurston and Binet argue that intelligence is made up of 
a set of primary mental abilities, which Spearman's cognitive tests tapped into (Eysenck 
& Kamin, 1981), rather than a general cognitive ability. Some agreement has been 
reached between the idea of general intelligence and primary mental abilities, 
suggesting "different people have different abilities for solving intellectual problems, 
and that particularly important among these abilities is general intelligence. There are 
also specific abilities to deal with specific types of problems... which can be very 
important under special circumstances" (Eysenck & Kamin, 1981, p15). In essence the 
two theories combine well to form a concept of intelligence as a general mental ability 
made up of specific abilities that enable people to deal with special circumstances. 
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The idea of specific cognitive abilities that contribute to overall intelligence can 
be seen in the many modern intelligence tests currently in use. Intelligence tests are 
designed to measure as many of these specific abilities as possible, to give an overview 
of intellectual functioning without placing emphasis on a single mental ability (Eysenck 
& Kamin, 1981). Binet, who developed one of the early intelligence tests, thought of 
intelligence tests as a way of assessing intellectual development, to distinguish those 
who are not developing properly in order to give them what he called "mental 
orthopedics" (Eysenck & Kamin, 1981, p.91). Rather than suggesting intelligence was a 
fixed entity, of which intelligence tests could give a numerical value, he argued that 
intellectual ability was modifiable and could therefore be improved (Eysenck & Kamin, 
1981). 
Critics of intelligence tests argue that the concept of intelligence cannot be 
solely based on scores on a battery of tests. Intelligence involves more than scholastic 
ability, which many people equate with intelligence tests (Neisser et al., 1996). Some of 
the more recent theories of intelligence reflect this view. Gardner's theory of 
intelligence is based on a set of relatively independent abilities, referred to as 
intelligences. These intelligences include linguistic, logical-mathematical, spatial, 
musical, bodily-kinaesthetic, interpersonal, intrapersonal (Sternberg, 1995), and more 
recently, naturalistic (Smith, 2002). Gardner's theory views these abilities as separate 
intelligences, not just a set of abilities that contribute to overall intellectual ability. In 
this way Gardner differs from the psychometric approaches that suggest a general 
measure of intelligence is possible (Sternberg, 1995). 
Sternberg's (1995) theory of intelligence also diverges from the psychometric 
approach, theorising that intelligence has three aspects: analytic, creative and practical. 
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Only the analytic component could be measured by traditional intelligence tests, while 
the creative and practical components involve more than traditional problem solving 
skills. Other researchers have agreed that practical intelligence is especially important 
and is independent of analytic or "school" performance (Neisser et al., 1996). Sternberg 
proposed that his theory dealt with intelligence as it is related to the internal world, 
experience and the external world. This broad theory of intelligence includes aspects of 
functioning not considered by earlier theorists (Sternberg, 1995), extending intelligence 
beyond the notion of an intelligence score. 
Although more recent theories of intelligence appear to disregard the 
psychometric approach to intelligence and the validity of measuring mental abilities 
with cognitive tests, these theories do not override the usefulness of intelligence tests in 
assessing adaptive functioning, especially in people displaying lower than average 
cognitive abilities. The Wechsler tests of intelligence are based on the idea that 
intelligence is "the capacity of the individual to act purposefully, to think rationally, and 
to deal effectively with his or her environment" (Wechsler, 1992, p.1). In giving this 
definition of intelligence and developing intelligence tests, Wechsler has not ruled out 
the need to be aware of other abilities such as planning, persistence and enthusiasm as 
important to effective functioning on a day to day basis, even though they may not be 
directly measured on intelligence tests. 
Wechsler's (1992) idea of intelligence and recognition of the importance of 
adaptive behaviours in everyday functioning, match the necessary criteria in classifying 
an intellectual disability. Intellectual disability is defined as an early developmental 
disorder characterised by below average intellectual performance (more than two 
standard deviations below the mean) and significant deficits to adaptive behaviour 
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evident in at least two areas of functioning (i.e. communication, self-care, home living, 
social skills, community use, self-direction, health and safety, functional academics, 
leisure, and work). DSM-IV classifies the severity of intellectual disability based on IQ 
scores, which indicate an IQ of 50-55 to 70 is a mild disability, 35-40 to 50-55 is 
moderate, 20-25 to 35-40 is severe and below 20 is profound. However, it is also 
important for adaptive behaviour problems to exist before a diagnosis of intellectual 
disability can be made (Groth-Marnat, 2003). 
Intellectual disabilities can be divided into two general categories, based on the 
origin and severity of the disability. Non-organic intellectual disability "is caused by 
low genetic inheritance, poor environment, and possibly some organic factors" (Groth-
Marnat, 2003, p.189). People who have a non-organic intellectual disability generally 
have higher levels of intellectual functioning (50-69) and adaptive behaviour. Organic 
intellectual disability is more closely associated with neurological dysfunction and 
genetic factors, constituting the severe end of intellectual disability (below 50). People 
with organic intellectual disability usually have diffuse brain damage or malformations 
that begin in the prenatal period (Sattler, 1992). Often there are more adaptive 
behaviour problems, with people in this category of intellectual disability requiring 
more care (Groth-Marnat, 2003). For severely intellectually disabled adolescents it is 
possible that the neurological damage that results in intellectual disability also results in 
psychopathology, manifesting in behavioural disorders (Gillberg, Persson, Grufman & 
Themner, 1986). 
Increased rates of psychopathology have been found amongst intellectually 
disabled adolescents (Einfeld & Tonge, 1996a). Amongst adolescents aged 13-17 years 
with mild to severe intellectual disabilities, 64% had a psychiatric disorder of some sort 
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(Einfeld & Tonge, 1996a). In an Australian study , 40.7% of mild to profoundly 
intellectually disabled participants had a psychiatric disorder (Einfeld & Tonge, 1996b). 
Of the intellectually disabled groups, the profound group had the lowest prevalence of 
psychiatric disorders, with the mild, moderate and severe groups having similar levels 
of psychiatric disorders. In a Swedish study of 13-17 year olds it was found that 64% of 
severely intellectually disabled children had a psychiatric disorder (Gillberg et al., 
1986). Of these, 50% had a psychotic disorder, 4.5% had a conduct disorder, and 4.5% 
had an emotional disorder. They also found that 57% of mildly intellectually disabled 
children had a psychiatric disorder. For the mildly intellectually disabled group, 
emotional disorders, conduct disorders, hyperactive disorders and psychotic disorders 
were most prevalent. Tonge and Einfeld (1991) found that the emotional and 
behavioural problems most commonly reported amongst intellectually disabled 
populations could be categorised into three groups: disruptive behaviour problems, 
autistic behaviour problems and emotional problems. The mildly intellectually disabled 
group tended to display more disruptive, antisocial behaviour, while the severely 
intellectually disabled group displayed more self-absorbed behaviour (Tonge & Einfeld, 
1991). 
The higher rates of psychopathology in intellectually disabled adolescent 
populations suggests a relationship between intellectual disability and psychopathology. 
In the mildly intellectually disabled population a direct relationship between 
neurological damage and resultant psychopathology may not be as clear. The majority 
of mild intellectual disability cases can be classified as non-organic intellectual 
disabilities (Groth-Marnat, 2003). Given the greater number of factors that result in 
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mild intellectual disability, the interaction between psychopathology and intellectual 
disability in this population is more complex. 
The "low genetic inheritance, poor environment, and possibly some organic 
factors" Groth-Marnat (2003, p.189) suggests are the causes of non-organic intellectual 
disability can range from chromosome abnormalities (Pinel, 2003) to malnutrition. The 
old nature v's nurture debate highlights the many different environmental and genetic 
variables that can influence intelligence (Toga & Thompson, 2005). Environmental 
factors that can have a detrimental effect on intelligence include smoking during 
pregnancy, drug use during pregnancy, and poor nutrition (Toga & Thompson, 2005). 
Also, personal drug and alcohol use, and physical trauma including multiple 
concussions can result in decreased intellectual functioning (Pinel, 2003). On the other 
hand many studies have found intelligence has a high genetic contribution, which 
interacts with environmental influences to result in intellectual functioning (Toga & 
Thompson, 2005). 
The environmental and genetic factors that influence intellectual function can 
also be linked to psychological function. Drug and alcohol use have been associated 
with increased rates of psychopathology (Abram et al., 2003). Poor nutrition, and 
parental drug and alcohol use have also been linked to psychopathology (Clark et al., 
1999). From this evidence, it would be reasonable to surmise that the relationship 
between mild intellectual disability and psychopathology may be a result of their 
independent relationships with other environmental and genetic influences. However, 
given the lack of evidence to support this, it would also be reasonable to suggest a direct 
relationship between mild intellectual disability and psychopathology. 
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Numerous studies have found people with an intellectual disability are over-
represented in prison populations when compared with general population prevalence 
(Cockram, 2005). In New South Wales it is estimated that 7.7% of young offenders 
have an intellectual disability, with approximately 13% of juvenile offenders having an 
IQ below 80. In Victoria it is estimated that 3-4% of the general prison population have 
an IQ below 69 ("People with an Intellectual Disability and the Criminal Justice 
System", 1996). In comparison, general population rates of intellectual disability are 
estimated to be 1% (DSM-IV-TR, 2000). 
The over-representation of intellectually disabled persons in the prison 
population may be explained in part by the results of Cockram's (2005) study of 
Western Australian offenders. She found that over one third of intellectually disabled 
offenders were given custodial sentences in comparison to only 13% of non-
intellectually disabled offenders. Even when prior records were taken into account, 16% 
of first time offenders with an intellectual disability were sentenced to custody 
compared with just 7% of non-intellectual disabled offenders. This suggests 
intellectually disabled persons are more likely to end up incarcerated following an 
offence than non-intellectually disabled persons. These statistics, along with the 
evidence of higher rates of psychopathology in intellectually disabled populations, 
suggest it is likely that intellectual disability may contribute to an increased risk of 
psychopathology in detained adolescent populations. 
At the other end of the IQ range are those classified in the genius category (130 
and above). A commonly held belief is that geniuses often suffer from psychological 
problems or psychopathology. Some research has suggested that high creativity and 
psychosis can be linked to the same genetic origins (Woody & Claridge, 1983). Various 
studies indicate that there is a high incidence of highly creative achievement in the 
children of parents with schizophrenia. One study of foster-raised children whose 
mothers had schizophrenia found that half showed psychosocial problems, while the 
remaining half were highly successful in artistic fields (Woody & Claridge, 1983). 
These findings suggest a link between high creativity and psychopathology. 
Although high creativity may have an underlying connection to psychosis, to 
imply that creativity and intelligence are the equivalent is not entirely correct. Most 
research on creativity and its relationship to intelligence has found small correlations 
between the constructs, indicating that they require different mental abilities (Baer, 
2008; Kim, 2005). Therefore, the link between high creativity and psychosis may not be 
generalised to high intelligence and psychosis. 
In a study on gifted children conducted from 1921-1945, the typical gifted child 
was found to be psychically, educationally, and emotionally superior to the average 
child at initial assessment. In 1945 during the follow-up assessment, mental health 
problems were experienced among 5.2% of the males and 5.4% of the females, which 
was comparable to the expectancy rate of mental health problems at the time. Of these, 
only 0.8% of males and 1.3% of females were actually hospitalised for a mental 
breakdown (Terman & Oden, 1951). Numerous other studies have found similar 
patterns of adjustment among gifted children, indicating that they are generally equal or 
superior to the general population in emotional stability, behaviour problems and 
adaptation abilities (Strang, 1951; Cox, 1983), which is counter to the commonly held 
belief that geniuses often suffer from psychological problems. It suggests that higher 
intelligence is actually more protective against psychological problems. 
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Cox (1983) conducted a study on the childhood characteristic of 300 geniuses, 
finding that those who achieved eminence in adulthood not only had superior 
intellectual abilities; they also displayed characteristics such as persistence of motive, 
strength of character, and confidence in their abilities. The single trait that rated highest 
amongst the geniuses was desire to excel. Cox concluded that a combination in 
childhood of superior intellectual ability, persistence, special talent and purpose may 
indicate the capacity for high achievement in adulthood. This finding counters the claim 
that gifted people are susceptible to deviant behaviours common to psychological 
problems. 
1.4.1.4 Emotional Intelligence 
The term Emotional Intelligence (El) was coined by Salovey and Mayer (1990). 
However, the notion of El can be found in many theories of intelligence, such as 
Thorndike's theory of social intelligence and Gardner's theory of intelligence (Van 
Rooy & Viswesvaran, 2004). Although El has been defined in different ways by 
researchers, the operational definitions of El commonly incorporate the idea that El is a 
set of abilities that allow a person to "generate, recognise, express, understand, and 
evaluate their own, and others, emotions" (Van Rooy & Viswesvaran, 2004, p.72). 
Goleman (1996, p.34) describes El as, "abilities such as being able to motivate oneself 
and persist in the face of frustrations; to control impulse and delay gratification; to 
regulate one's moods and keep distress from swamping the ability to think; to empathise 
and to hope." 
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It has been suggested that El is an intellectual ability that operates across both 
cognitive and emotional domains, with distinct stages operating unitarily (Mayer, 
Salovey & Caruso, 2000). These stages include perceiving emotions, integrating and 
assimilating emotions, knowledge about emotions, and managing emotions (Van Rooy 
& Viswesvaran, 2004). Perceiving emotions involves "recognising and inputting 
information from the emotion system" (Mayer et al., 2000, p.107); integrating and 
assimilating emotions as well as knowledge about emotions (or understanding 
emotions) involve processing the emotional information further in view of problem 
solving, while using the emotions to improve cognition; and managing emotions is 
involved in both self-management and managing emotions in others (Mayer et al., 
2000). 
Mayer, Salovey and Caruso (2000) suggest this intellectual ability theory of El 
is more befitting of the term than the personality view of El taken by researchers such 
as Bar-On and Goleman. They suggest applying a number of traits to the term and 
calling them El, is overstretching the term and blurring the exact meaning of an 
emotional intelligence. However, in their theory of El as a mental ability rather than a 
set of "personality traits", they admit to the competing constructs that could overlap in 
meaning with El. Amongst these competing constructs is social intelligence, 
specifically Gardner's intrapersonal intelligence, as this involves the ability to 
understand oneself, very similar to the fourth stage of managing emotions in Mayer and 
Salovey's (1997, as cited in Mayer et al., 2000, p.107) theory. As such, the personality 
theories of El may well be beneficial to the concept of El, providing a basis for the 
development of instruments to measure the mental abilities that allow people to 
adequately express such traits. 
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Bar-On and Parker (2000) developed a measure of emotional and social 
intelligence (Emotional Quotient Inventory: EQ-i) that highlighted ten factors tapping 
what is thought to be both El and social intelligence. These include: self-regard, a 
knowledge of how one thinks, feels, and behaves in certain situations; emotional self-
awareness, an understanding of and identification of emotions; assertiveness, which is 
the ability to express oneself; empathy, the ability to be aware of other's emotions and 
needs; interpersonal relationship, which is the ability to create and maintain 
relationships with other people; stress tolerance, described as effectively managing 
stress and anxiety; impulse control, which is the extent to which one accepts and 
controls hostility, aggression, and impulsive behaviour; reality testing, looking at 
disturbances in perception, cognition, and affect; flexibility, which is the ability to 
accept change and adjust to different environments; and problem solving, the ability to 
apply a disciplined, persevering, and consistent approach to dealing with problems, 
specifically of an emotional nature. 
Bar-On and Parker's (2000) development of the EQ-i identified a number of 
factors that facilitate emotional and social intelligence, allowing people to cope with 
daily pressures and act in an emotionally and socially intelligent way. These facilitators 
included: optimism; self-actualisation; happiness; independence; and social 
responsibility. Bar-On suggested these factors were much like motivators, allowing 
emotionally intelligent behaviour to take place and driving an individual to act in such a 
way, rather than separate factors of El itself. 
Despite criticism of Bar-On's measure of El, research conducted by Hemmati et 
al. (2004) using an offender population, found that El could be classified as an 
intelligence according to the criteria prescribed by Mayer et al. (2000). These criteria 
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stipulate that intelligence must be able to be operationalised by a set of abilities, these 
abilities should form subsets and be related to a standard existing intelligence, and that 
these abilities should develop with age and experience. As such, the EQi qualified as a 
measure of El, although it was still strongly related to personality traits, rather than 
general intelligence. 
El has been related to psychological well-being, with research consistently 
finding negative relationships between measures of El and measures of 
psychopathology (Hemmati et al., 2004). Bar-On (as cited in Hemmati et al., 2004) 
showed that El scores were negatively related to measures of neuroticism, while others 
have found that El scores are negatively related to alexithymia, depression, anxiety, 
interpersonal problems, impulse expression, etc. (Hemmati et al., 2004). As such, El has 
been suggested to provide protection against psychopathology. 
El has been linked to improved coping abilities, reduced trauma-related 
symptoms after a traumatic experience, and in general, greater satisfaction in life 
(Goleman, 1996; Hunt & Evans, 2004). Reid, Epstein, Pastor and Ryser (2000) found 
that a strengths-based assessment tool that assesses aspects of emotional intelligence 
(such as knowing one's emotions, recognising emotions in others, managing emotions, 
and handling relationships; Goleman, 1996), correctly identified students with 
behavioural or emotional disorders. These students had lower functioning in 
interpersonal strength, family involvement, intrapersonal strength, school functioning 
and affective strength. 
Given the relationship between El, coping abilities and stress reactions, 
assessment of El in adolescents in detention may be useful in identifying those "at-risk" 
of mental health problems or those who already have lowered functioning in these 
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areas. Conversely, those who have these strengths and are capable of utilising them 
while in detention may also be identified. Some researchers suggest that El is not a 
fixed ability; rather it can be increased with tuition (Hunt & Evans, 2004). With this 
knowledge, it may be possible to create programs/interventions for adolescents in 
detention that focus on strengthening their El, therefore reducing their susceptibility to 
mental health issues and negative stress reactions in a detention environment. 
1.4.2 Family factors 
1.4.2.1 Social Support 
In line with resilience research theories on protective factors against risk, social 
support is suggested to be one of the key factors in protecting against stressful or 
traumatic events (Garmezy & Rutter, 1983; O'Leary, 1998). Social support is the 
perception that "others are responsive to one's needs" (Aronson, Wilson & Akert, 2005, 
p492). It is a multidimensional concept involving the support received, support given 
and sources of support (Dumont & Provost, 1999). 
Social psychological theories suggest social support is extremely helpful in 
alleviating stress and helping to deal with stressful events. Research has suggested those 
with a network of people to lean on in times of stress are much more able to cope and 
can have improved health (Aronson et al., 2005; O'Leary, 1998). The stress-buffering 
model suggests that social support will offset or buffer the impact of stressful events on 
an individual's well-being and health (Dumont & Provost, 1999). 
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In adolescence, the level of social support has been associated with depression 
and anxiety. Preadolescents who report low levels of satisfaction with the level of social 
support they receive have been found to have increased problems of anxiety, depression 
and sleep disturbances (Dumont & Provost, 1999). In a study on resilience in 
adolescents, social support was used less by the vulnerable group of adolescents in 
comparison to the well-adjusted and resilient groups of adolescents, although not 
statistically significantly so (Dumont & Provost, 1999). Other research has found 
adolescent girls are more able to mobilise social supports, which results in less 
vulnerability when stressful events occur (O'Leary, 1998). 
1.4.2.2 Significant Adult Figure 
The presence of a significant adult in an adolescent's life has been found to act 
as a protective factor against mental health problems (Draucker, 2005; Werner, 1996). 
Research suggests the relationship an adolescent has with their family members 
significantly influences the expression and course of mental illness, with the adolescent-
adult relationship being a catalyst in breaking down barriers to receiving help for mental 
illnesses such as depression (Draucker, 2005). Bryant and Zimmerman (2005) found 
that the mother-child relationship was particularly important in determining 
psychological well-being for the adolescent. It has also been found that the presence of 
a significant adult in an adolescent's life leads to more positive outcomes in education 
and less deviant behaviour (Bryant & Zimmerman, 2003). 
It is predominantly parents that act as significant adult figures for adolescents; 
however, other significant adults can include older siblings, teachers, counsellors, and 
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mentors and can have a significant impact of mental health (Bryant & Zimmerman, 
2003; Draucker, 2005; Werner, 1996). The essential ingredient in forming a significant 
adolescent-adult relationship is that the adult is available and is invested in the 
adolescent's life (Bryant & Zimmerman, 2003). Research suggests that the 
supportiveness and warmth of the adult in the relationship contributes to the overall 
emotional well-being of the adolescent (Draucker, 2005). 
1.5 Risk and protective factor interactions 
The relationships between psychopathology and individual, family and 
environmental risk and protective factors are only part of the interactions in this model 
of psychopathology. There is also the potential interaction within risk and protective 
factors, and between risk and protective factors themselves. Many of the variables at 
play in this model are affected by each other, as well as having a potential impact on 
psychopathology. 
One way of viewing the variables is to divide them into distal and proximal 
factors. Distal factors are those that have an indirect effect on mental health, while 
proximal factors are those that have a direct effect (Rutter, 2005). Distal factors can 
mediate proximal effects, creating the interactive effects seen in some of the variables 
discussed here. For example, poverty has been identified as a risk factor for 
psychopathology. However, research has shown that the main risk effect is mediated by 
aspects of family dynamics such as parent-child relationships and family conflict, which 
are increased in situations of economic uncertainty. The distal factor of poverty 
increases the likelihood of the proximal factors of family dysfunction (Rutter, 2005). 
Another hypothesis for viewing risk and protective factors for psychopathology 
is the moderational hypothesis, which posits that moderators accentuate or reduce the 
interaction between potential stressors and psychopathology (Grant et al., 2006). A 
moderator is "a variable that affects the direction and/or strength of the relation between 
a predictor and a criterion variable" (Grant et al., 2006, p.258). Factors such as age, sex, 
race/ethnicity, cognitions, competence and coping, as well as environmental contexts 
such as social support, family and peer environments, and activities have been 
purported to act as moderators in the relationship between stressors and 
psychopathology (Grant et al., 2006). However, there are still mixed results as to the 
plausibility of this hypothesis (Grant et al., 2006) 
A further hypothesis for risk and protective factors is the mediator hypothesis. 
This hypothesis differs from the moderator hypothesis in that a mediator "accounts for 
the relation between a predictor and a criterion variable" (Grant et al., 2006, p.265), 
rather than influencing the direction and/or strength of the relationship as moderators 
do. Mediators are viewed as environment, individual, and family based variables, such 
as identity development, self-esteem, discipline style, parent-child relationships, family 
conflict, and parental support (Grant et al., 2006). Research consistently supports the 
mediator hypothesis in adolescence; in particular family based variables have 
consistently been found to mediate the relationship between stressors and 
psychopathology for adolescents (Grant et al., 2006). Comprehensive studies have 
found that some factors act as moderators in the mediating process (Grant et al., 2006), 
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perhaps suggesting that both mediator and moderator variables influence and interact 
with the stressor/psychopathology relationship simultaneously. 
Both the moderator and mediator hypotheses suggest that these factors act on the 
relationship between stressors and psychopathology. Stressors can be defined as 
traumatic or stressful life events, such as poverty, abuse, exposure to violence, divorce 
and marital conflict, and parental illness and death (Grant et al., 2006). This idea of 
stressors fits with the distal and proximal factors theory, with stressors being the distal 
factors that are either mediated or moderated by proximal factors. Irrespective of 
whether the influence of risk and protective factors on psychopathology occurs via a 
moderating or mediating process or they act as distal or proximal influences, there is a 
need to acknowledge the complexity of the interaction of these variables with each other 
and their impact on psychopathology. 
1.6 Early Intervention in Psychopathology 
Early intervention in mental illness has become an increasing focus of research. 
In particular, a growing body of research has examined the effects of early intervention 
in psychosis, suggesting that timely and effective intervention early in the psychotic 
episode can alter the course of the illness (Spencer, Birchwood & McGovern, 2001). A 
number of studies have shown that the longer a psychotic episode goes untreated, the 
poorer the outcomes are for the individual (Larsen et al., 2001) and the less responsive 
to subsequent treatments the psychosis becomes (McGorry, Killackey, Lambert, & 
Lambert, 2004). Larsen et al. (2006) found that short periods of untreated psychosis 
were associated with fewer symptoms and less functional impairment in the short-term 
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and less negative symptoms one year later. Research on posttraumatic stress has also 
found that early intervention can significantly reduce the subsequent development of 
posttraumatic stress disorder (PTSD) (O'Donnell, Bryant, Creamer, & Carty, 2008). 
Further to these findings, Sourander et al. (2007) examined long-term outcomes 
for children with emotional, behavioural and attention problems and found that if two 
children who had comorbid conduct and emotional problems were effectively treated at 
age 8, this could prevent one from having psychiatric problems and other negative 
outcomes in adulthood. These findings suggest early intervention in mental illness can 
significantly reduce the risk of developing further psychopathology in later life. It also 
suggests that the potential negative impact of mental illness can be significantly reduced 
and/or more positive outcomes achieved if early intervention is implemented. 
The importance of early interventions for at-risk adolescents, especially those in 
the criminal justice system, is highlighted in Abram et al.'s (2009) research, which 
found that three years after detention 20% of adolescents had markedly impaired 
functioning in multiple areas, such as education, social functioning, and mental health 
(e.g., drug addictions). In addition, other studies report that 10% of adolescents admitted 
to detention have attempted suicide previously and that suicidality among adolescents in 
detention is associated with depressive and anxiety disorders (Abram et al., 2008a). 
Given that previous suicide attempts and mental illness are risk factors for future suicide 
(Abram et al., 2008a), there is a need to identify psychopathology and provide 
interventions early for all youth including those in detention. 
Another factor that highlights the need for early intervention is the lack of 
engagement of young people involved in the criminal justice system, in mental health 
services provided in the community. These young people have many of the 
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characteristics associated with low service use (e.g., poor education, a history of arrest, 
low income) and are therefore less likely to engage in mental health services offered in 
the community (Abram, Paskar, Washburn & Teplin, 2008b). By identifying mental 
health needs when they enter detention and providing early intervention whilst in 
detention, this lack of engagement may be less detrimental to long-term mental health 
outcomes. 
1.7 Aims and Hypotheses 
While there is a substantial body of research that has identified a number of risk 
and protective factors for psychopathology in adolescence, there is little research that 
investigates the combined effects of these factors on adolescent psychopathology. There 
is also little research into the predictive value of these factors for mental illness in 
adolescents, particularly those who may be at greater risk of experiencing mental health 
problems. Therefore, the present study has two key aims: 
(a) to compare the rate of psychopathology between adolescents involved in the 
youth justice system and a general population sample; and, 
(b) to identify the risk and protective factors that can be used to predict mental 
health status amongst these populations. 
On the basis of the research reviewed, it is hypothesised that: 
1. Adolescents involved with youth justice services will have significantly higher 
rates of psychopathology than adolescents in the general population, particularly 
conduct and behavioural disorders, anxiety disorders, and substance use 
disorders; 
2. Factors such as neuroticism, psychoticism, personal substance abuse, family 
substance abuse, personal criminal history, family criminal history, lower 
educational attainment/involvement, lower level social support, lower IQ, lower 
EQ, higher welfare dependency and breakdown of the family group will be risk 
factors for psychopathology; and 
3. A higher level of social support, higher educational attainment/involvement, 
higher IQ, higher EQ, extraversion, low levels of neuroticism, low levels of 
psychoticism, lower welfare dependency, and positive family involvement will 
be protective factors against psychopathology. 
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2. Methodology 
2.1 Participants 
All participants were aged between 12 and 18 years (M= 15.1 years, SD = 1.3 
years) at the time of participation and 60% were male. Of the 145 participants, 113 
attended a local Tasmanian high school and had no prior involvement with the youth 
justice system; the remaining 32 participants were involved with Community Youth 
Justice Services at the time of the project. The 32 Youth Justice (YJ) participants 
consisted of 27 adolescents who were in detention at the time of participation and 5 who 
were serving community orders. Of the 32 YJ participants 93.8% were male with an 
average age of 16.1 years (SD = 1.2 years) and had an average of grade 8 level 
education (SD = 1.3). The High School (HS) participants were on average 14.8 years of 
age (SD = 1.2 years), 50.4% were male, and had an average of grade 7 level education 
(SD = 1.2). Independent samples t-test revealed that the YJ group was significantly 
older than the HS group, ti43 = 5.061, p. < .001. A 2-way chi-square analysis comparing 
the gender differences between the HS and YJ groups was significant, X2 = 19.49, p. < 
.001; indicating that the YJ group had significant fewer female participants than the HS 
group. 
2.2 Materials 
The Adolescent Psychopathology Scale (APS; Reynolds, 1998) was used to 
assess current psychopathology. The APS consists of 346 questions providing scores on 
40 subscales: 4 response style indicator scales (Lie Response, Consistency Response, 
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Infrequency Response, and Critical Item Endorsement); 11 non-clinical, psychosocial 
problem scales (Self-concept, psychosocial substance use difficulties, introversion, 
alienation-boredom, anger, aggression, interpersonal problems, emotional lability, 
disorientation, suicide, and social adaptation); and, 25 clinical scales covering 5 
personality disorders and 20 clinical disorders. The 25 clinical scales include: Attention-
Deficit/Hyperactivity Disorder (ADHD); Conduct Disorder (CD); Oppositional Defiant 
Disorder (ODD); Adjustment Disorder; Substance Abuse Disorder; Anorexia Nervosa; 
Bulimia Nervosa; Sleep Disorder; Somatisation Disorder; Panic Disorder; Obsessive-
Compulsive Disorder (OCD); Generalised Anxiety Disorder (GAD); Social Phobia; 
Separation Anxiety Disorder; Posttraumatic Stress Disorder (PTSD); Major Depression; 
Dysthymic Disorder; Mania; Depersonalisation Disorder; Schizophrenia; Borderline 
Personality Disorder; Schizotypal Personality Disorder; Obsessive-Compulsive 
Personality Disorder; Paranoid Personality Disorder; and, Avoidant Personality 
Disorder. In the standardisation sample the internal consistency coefficients range from 
.78 to .95 for the Clinical Disorder subscales, and .69 to .85 for the Personality Disorder 
subscales (Reynolds, 1998). Test-retest reliability of the APS over a two week period 
for high school adolescents ranged from .76 to .89 for the Clinical and Personality 
Disorder subscales (Reynolds, 1998). The APS Clinical Disorder subscales have low 
(<.01) to moderately strong (.79) correlations with the MMPI subscales, supporting the 
criterion-related validity of the APS (Reynolds, 1998). 
A short form of the Wechsler Intelligence Scale for Children (3 rd edition) 
(WISC-III-SF) was used to assess level of intellectual functioning in the YJ. The short 
form consisted of the Similarities, Vocabulary, Picture Arrangement and Block Design 
subtests, with a split half reliability of .93 and a correlation of .93 with the Full Scale IQ 
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(FSIQ) of the complete WISC-III (Kaufman, Kaufman, Balgopal & McLean, 1996). 
The scores from the four subtests were converted to FSIQ scores using the following 
equations, where Xc is the sum of the four scaled scores: 1.6Xc + 36 (for ages 12-14 & 
16 years); and 1.5Xc + 40 (for age 15 years) (Kaufman et al., 1996). 
Due to the extended time frame required for administration of the WISC-III-SF 
as well as the group assessment format for the High School sample, The Raven's 
Progressive Matrices (RPM) was used to assess intellectual functioning in the high 
school participants. The RPM consists of 60 diagrammatical problems divided into five 
sets (A, B, C, D, E) of 12 problems each. In each set the problems become progressively 
more difficult. The diagrammatic problems show a serial change in two dimensions 
simultaneously. A part of the problem is missing, which the person taking the test is 
required to find among a set of options (Raven, Raven & Court, 1998a). Figure 2 gives 
an example of the type of problem in the RPM. Test-retest reliabilities for the RPM 
after one year range from .55 to .93 for high school aged students, with a three year 
retest reliability of .78 reported in one study (Raven, Raven & Court, 1998b). Internal 
consistency for item difficulty in a US standardisation sample ranged from .97 to 1.00 
across ethnic groups (Raven et al., 1998b). Correlations between the RPM and WISC-R 
range from .83 to .92 for English speaking 7-11 year olds, supporting the validity of the 
RPM (Raven et al., 1998b). 
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Figure 2. Example of a diagrammatical problem from the RPM (Strauss, Sherman & 
Spreen, 2006). 
The BarOn Emotional Quotient Inventory: Youth Version (BarOn EQ-i:YV) 
was used to assess the level of Emotional Intelligence (EQ) for each participant. The 
BarOn EQ-i:YV is a 60 item Likert-type scale questionnaire, suitable for adolescents 
aged 7-18 years, which rates participants level of functioning on intrapersonal skills, 
interpersonal skills, stress management, adaptability and general mood. It has two 
validity scales, the positive impression scale and the inconsistency index (Bar-On & 
Parker, 2000). The internal reliability coefficients for the BarOn EQ-i:YV range from 
.81 on the intrapersonal scale to .90 on the Total EQ scale for 13-15 year olds (Bar-On 
& Parker, 2000). Test-retest reliability over three weeks ranges from .77 to .88 for a 
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sample of 60 children and adolescents with a mean age of 13.15 years (Bar-On & 
Parker, 2000). The correlations between the BarOn EQ-i:YV and the B arOn EQ-i range 
from .56 for the Intrapersonal scale to .88 for the General Mood scale, supporting the 
validity of the Youth Version of the BarOn EQ-i (Bar-On & Parker, 2000). It has low 
(<.01) to moderate (.57) correlations with the NEO-Five Factor Inventory, a measure of 
personality dimensions, and low (.01) to moderate (.59) correlations with the Child 
Depression Inventory (Bar-On & Parker, 2000). 
The Junior Eysenck Personality Questionnaire Revised short version (JEPQ-RS) 
was used to assess extraversion, neuroticism and psychoticism. The JEPQ-RS consists 
of 48 dichotomous questions that measure extraversion, neuroticism, psychoticism, is 
suitable for ages 7-17 years, and also contains a lie scale, (Corulla, 1990). Internal 
consistency reliability coefficients for the JEPQ-RS range from .44 to .84 and 
intercorrelations between the scales of the longer version of the Junior Eysenck 
Personality Questionnaire and the short form range from .08 to .94 (Corulla, 1990). 
A semi-structured background interview/questionnaire, which was adapted 
from a questionnaire on child and adolescent drug use (Australian Secondary Schools 
Alcohol and Drug Survey, 2002), as well as a standard structured clinical interview 
assessed participants for: history of physical or sexual abuse; personal drug use history; 
personal criminal history; family drug use history; family criminal history; current 
family structure; educational history; family mental health history; occupational 
history; and, presence of a significant adult figure. The interview/questionnaire was 
adapted slightly for use in the high school population, as required by the Human 
Research Ethics Committee, with the removal of questions about the history of 
physical or sexual abuse (see Appendix B and C). 
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2.2.1 APS Subscale Breakdown 
The APS subscales excluded from the current research include the 11 
Psychosocial Problem Scales, the five Personality Disorder Scales and 7 of the Axis I 
disorder subscales. The Personality Disorder Subscales were excluded due to the 
questionable validity of the diagnosis of personality disorders during adolescence 
(DSM-IV-TR, 2000). DSM-IV-TR criterion specifies that symptoms for all personality 
disorders begin in early adulthood. As the focus of the research is on Axis I disorders 
identified in previous research as being elevated in the study populations, including 
Personality Disorder Subscales would have weakened the power of the study in 
identifying these Axis I disorders. The Psychosocial Problem Scales were excluded as 
the categories covered by these subscales were measured by both the JEPQ and EQ-
i:YV. The factors of self-concept, interpersonal problems, emotional lability, social 
adaptation, and anger/aggression were assessed using the EQ-i:YV, while introversion 
was measured using the JEPQ. 
The Axis I disorders excluded from the research include: Oppositional Defiant 
Disorder (ODD), Anorexia Nervosa, Bulimia Nervosa, Sleep Disorder, Somatisation 
Disorder, Panic Disorder, and Depersonalisation Disorder. ODD was excluded due to 
the nature of the disorder; with the YJ group by definition meeting the diagnostic 
criteria for ODD by consistently being involved in law breaking activities. It was 
considered to be of greater relevance to focus on the more extreme behavioural 
disorders such as CD and ADHD rather than the milder variant of ODD. Sleep Disorder 
and Somatisation Disorder were not included in the research as previous studies have 
reported little prevalence in the target populations. Sleep Disorder also had a strong 
correlation with PTSD (.70), which was included in the research. Panic Disorder was 
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not included due to its strong correlation with Generalised Anxiety Disorder (GAD) 
(.74) and Schizophrenia (.77), both of which were included in the current study. 
Depersonalisation was excluded due to a lack of evidence of prevalence in the literature 
and also due to strong correlations with Schizophrenia (.73) (Reynolds, 1998). 
2.2.2 Variable Breakdown 
There are a number of predictor variables include in the research. A description 
of these is presented in Table 1 below. 
Table 1 
Predictor variables 
Variable 	 Description 
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Gender 
Neuroticism 
Psychoticism 
Extraversion 
IQ score 
Intrapersonal 
Interpersonal 
Stress Management 
Adaptability 
General Mood 
Drug Use 
Cigarette Use 
Alcohol Use 
Significant Adult Figure 
Highest Grade 
School Enjoyment 
Criminal Convictions 
Parent Alcohol Use 
Parent Drug Use 
Parent Crime 
Parent Mental Health 
Living Arrangement 
Family Income 
Male or female 
JEPQ-RS subscale measures individual differences in 
excitability and emotional responsiveness 
JEPQ-RS subscale measures individual differences in hostility 
and tough-mindedness, and tendencies for psychosis 
JEPQ-RS subscale measures individual differences in sociability 
An estimate of general intellectual functioning using the 
estimated full scale IQ as derived from either the WISC-III-SF 
or Raven's Progressive Matrices Score 
BarOn EQi:YV subscale measuring an individual's 
understanding of their emotions, and their ability to express and 
communicating feelings and needs. 
BarOn Eqi:YV subscale measuring an individual's ability to 
understand and appreciate the feelings of others. 
BarOn Eqi:YV subscale measuring an individual's ability to 
remain calm and work well under pressure. 
BarOn Eqi:YV subscale measuring an individual's ability to be 
flexible, realistic, and effective in managing change and problem 
solving. 
BarOn Eqi;YV subscale measuring an individual's level of 
optimism and outlook. 
Illicit and non-prescription drug use 
Smokes normal cigarettes 
Drinks alcohol 
Identifies an adult figure in their lives who they are close to 
Highest grade completed at school 
Enjoys school 
Number of criminal convictions the adolescent has received 
Parents drink alcohol 
Parents use illicit or non-prescription drugs 
Parents have been convicted of a crime 
Parents have a diagnosable mental illness 
Who the adolescent resides with on a regular basis 
Income level of family the adolescent resides with 
2.3 General Procedure 
All participants completed the questionnaires in the presence of the researcher 
who assisted with any questions. Participants with lower literacy were able to have the 
questions read to them if they desired. Ethical approval from the Human Research 
Ethics Committee was granted for all procedures and any changes to procedure during 
the research. 
2.3.1 Youth Justice Procedure 
2.3.1.1 Detained Adolescents 
Information about the research was sent to the guardian/s of the detention centre 
residents. For participants recruited during 2006-2007 an information sheet and consent 
form was sent to the guardian's by detention centre staff (see Appendix D & E). 
Consent from the guardian's was required prior to contact being made with the resident. 
The procedure changed for participants recruited during 2008-2009 due to the lack of 
and slow response from guardians when they were required to return a consent form in 
the post. The guardians were sent information about the research with the option of 
withdrawing their child if they did not want them to participate (see Appendix F & G). 
If the guardian/s did not withdraw their child, consent was taken as given. Participation 
was only granted with consent from both the guardian/s and the adolescent. The 
participants were administered the Adolescent Psychopathology Scale (APS) at initial 
assessment and at 3 month follow-up assessment. At initial assessment participants also 
completed the Wechsler Intelligence Scale for Children, 3 rd edition-short form (WISC-
III), BarOn Emotional Quotient Inventory: Youth Version (BarOn EQ-i:YV), Junior 
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Eysenck Personality Questionnaire Revised — short version (JEPQ-RS) and a 
background semi-structured interview. Administration took between 2.5 and 4 hours for 
the initial assessment and 1 hour for the follow-up assessment. The initial assessment 
was divided into two sessions if necessary and breaks were provided as needed. 
2.3.1.2 Community Adolescents 
Information sheets and consent forms were sent to the guardian's of Community 
Youth Justice (CYJ) clients by CYJ to protect their confidentiality (see Appendix H & 
I). The researcher then contacted CYJ clients whose guardian/s returned a signed 
consent form to arrange an interview. Participation was only granted with consent from 
guardian's and the adolescent. CYJ participants were administered the APS, the WISC-
short form, BarOn EQ-i:YV, JEPQ-RS and a background semi-structured 
interview/questionnaire. Administration took approximately 2 hours with breaks 
provided as necessary. 
2.3.2 High School Procedure 
Information about the research was sent to High Schools throughout the state. 
Principals were then contacted by telephone as follow-up and to consent to conduct the 
research within their school. Schools that consented to participate were then provided 
with information packs to send to the guardian/s of eligible adolescents. The guardian/s 
was provided with an information sheet about the research and when it would be 
conducted in their child's school. A withdrawal form was also provided, allowing the 
61 
guardian/s to withdraw their child if they did not want them to participate (see 
Appendix J and K). Adolescents were also given the opportunity to withdraw if they did 
not wish to participate. HS participants were administered the APS, RPM, BarOn EQ-
i:YV, JEPQ-RS, and a written semi-structured background interview/questionnaire in 
class groups. All questionnaires were coded to protect the participants' identity. 
The overall questionnaire response rates for the entire sample were as follows: 
APS 96.6% completed; IQ scales (including WISC-III Short form and RPM) 97.9% 
completed; BarOn EQi:YV 80.0% completed; and, JEPQ-RS 90-3% completed. 
2.4 Statistical Analyses 
All analyses were performed using the Statistical Package for the Social 
Sciences (SPSS) Version 17. Non-parametric tests were performed to compare the two 
groups on the categorical variables. A MANCOVA was performed to compare the two 
groups on the APS subscales, JEPQ-RS subscales, BarOn Eqi:YV subscales, and FSIQ 
results. A series of binary logistic regressions were performed to predict clinically 
significant psychopathology scores on the APS subscales for the entire sample and the 
two groups separately. A clinically significant score was defined as a T-score of 70 or 
above, which is in accordance with the APS interpretation guidelines (according to the 
APS scores of 70+ are at least 2 standard deviations above the mean and represent a 
significant divergence from the average score) (Reynolds, 1998). A number of meta-
variables were created by combining APS subscales according to DSM-IV-TR (2000) 
classifications of Axis I disorders, including Childhood Disorders, Mood Disorders and 
Anxiety Disorders. Binary logistic regressions were performed on these meta-variables. 
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An overall Psychopathology variable was created by grouping the participants 
according to the presence of one or more clinically significant APS subscale scores, 
with a binary logistic regression performed on this variable. A forward likelihood ratio 
method was used for logistic regressions due to the lack of previous research in this area 
to form a good theoretical base for the inclusion or exclusion of variables in a forced 
entry method, and the unreliable nature of the Wald statistic method (Field, 2005) (see 
Appendices K — 0 for SPSS raw data outputs). 
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Chapter 3 
Results 
3. Results 
3.1 Descriptive Data 
The means, standard deviations, and ranges for each group for each of the 
continuous variables are shown in Table 2 below. The descriptive data for the 
categorical variables is presented with the Chi-square results in section 3.2. 
Table 2 
Means and Standard Deviations for Each Group on IQ score, APS subscales, BarOn 
Eqi:YV subscales, and JEPQ-RS subscales 
Variable Group n Mean SD range 
FSIQ score YJ 32 78.7 14.9 46-115 
HS 110 98.9 15.7 67-132 
APS ADHD (t-score) YJ 32 60.3 10.3 38-79 
HS 108 51.4 10.4 33-81 
APS CD (t-score) YJ 32 76.7 10.6 55-91 
HS 107 51.7 12.3 40-91 
APS Adjustment (t-score) YJ 32 65.4 9.6 43-76 
HS 108 51.8 11.2 35-86 
APS MD (t-score) YJ 32 54.0 12.1 38-85 
HS 108 51.5 11.5 38-85 
APS SubAb (t-score) YJ 32 72.6 21.1 45-122 
HS 108 50.9 9.4 45-91 
APS Panic (t-score) YJ 32 54.6 14.6 42-100 
HS 108 52.1 11.4 42-109 
APS OCD (t-score) YJ 32 55.8 14.9 40-88 
HS 107 51.8 11.0 40-88 
APS GAD (t-score) YJ 32 53.4 12.0 35-79 
HS 108 51.5 10.6 37-85 
APS SepAnx (t-score) YJ 32 60.6 17.9 41-100 
HS 108 51.6 10.2 41-93 
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APS PTSD (t-score) YJ 32 58.1 13.0 38-84 
HS 108 52.0 11.5 36-82 
APS Dysthymia (t-score) YJ 32 55.0 9.7 39-75 
HS 108 52.7 12.6 34-86 
APS Mania (t-score) YJ 32 55.0 12.3 34-74 
HS 108 50.3 10.4 34-90 
APS Schizophrenia (t-score) YJ 31 56.7 13.9 41-98 
HS 108 51.9 11.4 41-105 
APS Extemalising (t-score) YJ 32 70.5 11.4 51-94 
HS 108 51.8 11.2 34-83 
APS Internalising (t-score) YJ 32 55.7 13.4 37-90 
HS 108 52.1 12.1 37-92 
EQ Total (scaled score) YJ 32 86.0 15.9 65-128 
HS 84 94.3 16.3 65-130 
Interpersonal (scaled score) YJ 32 89.4 15 65-112 
HS 84 90.1 16.3 65-123 
Intrapersonal (scaled score) YJ 32 93.7 16.7 67-128 
HS 84 96.6 14.1 65-130 
Stress Management (scaled score) YJ 32 86.2 18.4 65-129 
HS 84 98.5 16.2 65-128 
Adaptability (scaled score) YJ 32 91.2 16.7 65-129 
HS 84 94.7 17.4 65-130 
General Mood (scaled score) YJ 32 88.5 15.8 65-117 
HS 84 90.0 17.9 65-122 
Extraversion YJ 32 8.9 2.6 2-12 
HS 99 7.8 3.1 0-12 
Neuroticism YJ 32 6.3 3.6 0-12 
HS 99 5.7 3.5 0-12 
Psychoticism YJ 32 4.0 2.5 0-8 
HS 99 2.7 2.2 0-8 
Note. APS SubAb = APS Substance Abuse subscale; APS Sep Anx = APS Separation Anxiety 
subscale. 
The proportion of participants in each group with clinically significant APS 
subscale scores was calculated for each of the APS subscales (Table 3). A higher 
proportion of the YJ group displayed clinically significant scores on all the subscales 
with the exception of Dysthymia (12.4% of HS participants fell in the clinically 
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significant range compared with just 6.3% of YJ participants), and GAD (8.0% of HS 
participants had clinically significant scores compared to 6.3% of YJ participants). 
Table 3 
Count and percentage of YJ and HS participants scoring 70 and above on APS 
subscales 
APS subscale Group n Significant APS % of group with 
score (count) significant APS 
score 
ADIED YJ 32 6 18.8 
HS 108 8 7.1 
CD YJ 32 23 71.9 
HS 107 12 11.2 
Adjustment Disorder YJ 32 15 46.9 
HS 108 11 9.7 
MD YJ 32 4 12.5 
HS 108 11 9.7 
Substance Abuse YJ 32 16 50.0 
HS 108 6 5.3 
Panic Disorder YJ 32 4 12.5 
HS 108 9 8.0 
OCD YJ 32 7 21.9 
HS 107 5 4.7 
GAD YJ 32 2 6.3 
HS 108 9 8.0 
Separation Anxiety YJ 32 11 34.4 
HS 108 6 5.3 
PTSD YJ 32 6 18.8 
HS 108 10 8.8 
Dysthymia YJ 32 2 6.3 
HS 108 14 12.4 
Mania YJ 32 7 21.9 
HS 108 4 3.6 
Schizophrenia YJ 31 7 22.6 
HS 108 4 3.5 
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3.2 Data Screening 
Initial data screening, including missing data analyses and item distribution 
patterns, was performed. Correlational analyses identified moderate to strong 
correlations between age and a number of other variables, including: highest grade 
completed; IQ score; intrapersonal skills; stress management skills; drug use; alcohol 
use; cigarette use; frequency of drug, alcohol and cigarette use; family income level; 
living arrangement; and, crime convictions (see Table 4, Table 5, Table 6, Table 7, 
Table 8). For this reason age was treated as a covariate in subsequent analyses. Gender 
was also screened as a possible covariate in correlational analyses but was found to only 
have significant correlations with three background variables, crime convictions (Phi = 
.318, p. < .001), drug use (Phi = .287, p. = .001), and cigarette use (Phi = .185, p. = 
.039), with low to moderate correlations. It was therefore not considered as a covariate 
in subsequent analyses. 
Analyses were also performed to screen for multicollinearity amongst the 
regression variables. A series of linear regressions were performed to check tolerance, 
VlF and eigen values for any variables that may be multicollinear. Illicit drug use and 
other drug use were found to be multicollinear across a number of the linear regressions, 
and were therefore collapsed into an overall drug use variable. 
Table 4 
Pearson Correlations between Age as a Continuous Variable, Highest Grade, Number of Convictions, IQ score, and JEPQ-RS Subscales 
Highest Grade Crime 
Convictions 
FSIQ score Extraversion Neuroticism Psychoticism 
Age 
Highest Grade 
Crime Convictions 
FSIQ score 
Extraversion 
Neuroticism 
.844** .249* 
.036 
-.381 ** 
-.268** 
-.340** 
-.074 
-.028 
-.084 
.045 
.071 
-.020 
.172* 
-.085 
** -.283 
.154 
.128 
.082 
-.296** 
* .177 
.081 
Note. FSIQ = Full Scale IQ. 
p. < .05 	**p. < .01 
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Table 5 
Pearson Correlations between Age as a Continuous Variable and APS Subscales 
ADHD CD Adj MD SubAb Panic OCD GAD SepAnx PTSD Dysth Mania Schiz 
Age .303 ** .385 ** .326** .196*  .338  .132 .110 .195 * .235 ** .179 *  .219  
ADHD .547** .742** .596 ** .473 ** .516** .483 ** .646** .514** .668** .671 **  .620  
CD .7284* .310** .746** .304** .290** .259 ** .2864* .416 ** .328 ** .332** .380** 
Adj .703 **  .637  .5844* .695 4* .545 ** .787 ** .758 ** .588 ** .725 4* 
MD .277 4* .708 ** .718 ** .810** .628 **  .856  .606  
SubAb .322 * .198 * .270** .202 * .3964* .291 4*  .288  
Panic .694** .779** .681 **  .704  .657  
OCD .7454* .668 ** .759 ** .6844*  .661  
GAD .691 4*  .861  .6404* .824 ** 
SepAnx .696 **  .612  .727 4* 
PTSD .8664* .631 4* .805 ** 
Dysth .557 4* .802** 
Mania ** .697 
Schiz 
Note. Adj=Adjustment Disorder, SuAb=Substance Abuse, SepAnx=Separation Anxiety, Dysth = Dysthymia, Schiz=Schizophrenia 
p. < .05 	"p < .01 
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Table 6 
Pearson correlations between Age as a Continuous Variable and BarOn Eqi:YV Subscales 
Total Interpersonal Intrapersonal Stress 
Management 
Adaptability General Mood 
Age 
Total 
Interpersonal 
Intrapersonal 
Stress Management 
Adaptability 
-.362** -.178 
.564** 
-.308 ** 
.652** 
.132 
-.309** 
.710** 
.177 
.372** 
-.189* 
.702** 
•447 ** 
.195 * 
.271 ** 
-.217 * 
.749** 
.539** 
.463 ** 
.431 ** 
.597** 
Note. s p. < .05 p. < .01 
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Table 7 
Spearman 's Correlations between Age as a Categorical Variable, Family Income, Severity of Criminal Convictions, and Drug, Alcohol and 
Cigarette Use Frequency 
Income Drug Frequency Alcohol Frequency Cig Frequency Cig Frequency 
Age -.301 ** .353 ** .342 ** .358** .363 ** 
Income -.366** -.254** -.358 ** -.419** 
Drug Frequency .588 ** .883 ** .691 ** 
Alcohol Frequency .664** .524** 
Cig Frequency .692  ** 
Note. 	p. < .05 	p. <.01 
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Table 8 
Cramer's V statistics for Correlations between Age and Other Nominal Variables 
Variable Cramer's V 
Age*Gender .228 .183 
Age*SchoolEnjoyment .314 .020 
Age*Living Arrangement .353 <.001 
Age*S ignificant Adult Figure .148 .733 
Age*Parent Mental Health .168 .602 
Age*Parent Drug Use .157 .677 
Age*Parent Alcohol Use .209 .324 
Age*Parent Criminal History .181 .522 
Age*Drug Use .379 .003 
Age*Alcohol Use .453 <.001 
Age*Cigarette Use .386 .002 
Age*Crime Convictions .380 .001 
3.3 Chi-Square results 
Chi-Square analyses were performed to compare the groups on categorical 
variables. Table 9 shows the count, percentage, Chi-Square value, and significance 
value for dichotomous background variables. The YJ participants were less likely to 
enjoy school, more likely to have a parent with a mental health problem, more likely to 
have a parent who had used drugs and had a criminal conviction, more likely to have 
used drugs, alcohol and cigarettes, and more likely to have been convicted of a crime. 
The variables they did not differ on included having a significant adult figure in their 
lives and their parents having used alcohol. 
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Table 9 
Chi-Square Results Comparing the Groups on Dichotomous Background Variables 
Variable Group n Count (%) 
Yes (%) 	No (%) 
X2 
Enjoy School YJ 32 18 (56.3) 14 (43.8) 3.55 .060 
HS 103 76 (73.8) 27 (26.2) 
Sig. Adult Figure YJ 32 24 (75.0) 8 (25.0) 2.22 .136 
HS 95 82 (86.3) 13 (13.7) 
Parent Mental Health YJ 32 7 (21.9) 25 (78.1) 6.54 .011 
HS 97 6 (6.2) 91 (93.8) 
Parent Drug Use YJ 32 12 (37.5) 20 (62.5) 5.22 .022 
HS 95 17 ( 17.9) 78 (82.1) 
Parent Alcohol Use YJ 32 29 (90.6) 3 (9.4) 0.09 .757 
HS 97 86 (88.7) 11 (11.3) 
Parent Crime YJ 32 18 (56.3) 14 (43.8) 22.22 <.001 
HS 96 14 (14.6) 82 (85.4) 
Drug Use YJ 32 25 (78.1) 7 (21.9) 41.12 <.001 
HS 95 16 (16.8) 79 (83.2) 
Alcohol Use YJ 32 30 (93.8) 2 (6.3) 5.87 .015 
HS 94 69 (73.4) 25 (26.6) 
Cigarette Use YJ 32 27 (84.4) 5 (15.6) 35.29 <.001 
HS 93 23 (24.7) 70 (75.3) 
Crime Conviction YJ 32 27 (84.4) 5 (15.6) 117.16 <.001 
HS 113 0 (0.0) 113 (100.0) 
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Note. Sig. Adult Figure = Significant Adult Figure 
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Further Chi-Square analyses also revealed significant differences between the 
groups on family income level (N = 117); living arrangements (N = 131); frequency of 
drug use (N = 127); frequency of alcohol use (N = 145); frequency of cigarette use (N 
145); and the highest grade completed at school (N = 145). 
The results for family income level revealed that 77.8% of HS participants were 
in the $50,000+ level compared with 37.0% of YJ participants; 10.0% of HS 
participants and 22.2% of YJ participants were in the $40,000-49,999 bracket; 7.8% of 
HS and 25.9% of YJ participants were in the $30,000-39,999 bracket; 2.2% and 7.4% 
for HS and YJ respectively in the $20,000-29,999 bracket.; 2.2% of HS participants 
were in the $10,000-19,999 bracket, with 7.4% of YJ participants in this range. These 
group differences in family income level were significant, X 2(4) . 16.45, p. = .002. 
The living arrangements results for the YJ group showed that 15.6% lived with 
both biological parents; 34.4% lived with one biological parent; 15.6% lived with one 
biological parent and one step parent; 12.5% lived with other family members; 18.8% 
had other living arrangements (e.g. friends, youth shelters, carers); and, 3.1% were 
homeless. In the HS group 70.7% lived with both biological parents; 12.1% lived with 
one biological parent; 13.1% lived with one biological parent and one step parent; 1-2% 
respectively lived with either one step parent, other family members or in other 
arrangements; and, 0.0% were homeless. These group differences in living 
arrangements were significant, X2(6) = 43.21, p. < .001. 
The results for the frequency of drug use showed for that in the HS group: 
84.2% did not use drugs at all; 5.3% had used only once; and 6.3% used less than once a 
month. In those HS participants who used drugs, 3.2% used once a week on average 
and only 1.1% used once a day on average. For the frequency of drug use among the YJ 
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participants: only 21.9% of YJ participants had never used drugs. In the YJ participants 
who used drugs: 56.3% used more than once a day, 12.5% used once a day on average, 
and 9.4% used once a week on average. These group differences in frequency of drug 
use were significant, X2(5) . 80.65, p. < .001. 
The frequency of alcohol use results showed that: 26.5% of HS participants 
compared with only 3.1% of YJ participants had used alcohol only once; 11.5% of HS 
and 3.1% of YJ participants used alcohol less than once a month; 1.8% of HS and 6.3% 
of YJ participants used alcohol once a month; 19.5% of HS participants compared to 
46.9% of YJ participants using alcohol once a week on average; 1.8% of HS and 15.6% 
of YJ participants using alcohol once a day on average; and, 18.8% of YJ participants 
compared with 0% of HS participants using alcohol more than once a day. Only 6.3% of 
YJ participants reported never having had alcohol, compared to 38.9% of HS 
participants. These group differences in frequency of alcohol use were significant, X2 (6) 
= 56.87, p. < .001. 
The results of the frequency of cigarette use indicated that: 65.6% of YJ 
participants self-reported as heavy smokers, compared to only 1.8% of HS participants; 
6.3% of YJ and 2.7% of HS participants self-reported as light smokers; 6.3% of YJ and 
8.0% of HS participants self-reported as occasional smokers; 6.3% of YJ and 5.3% of 
HS participants had smoked once only; with 15.6% of YJ and 82.3% of HS participants 
having never smoked cigarettes. These group differences in frequency of cigarette use 
were significant, X2 (4) = 81.58, p. < .001. 
For level of education (highest grade completed): 18.8% of YJ participants and 
only 4.4% of HS participants had completed a grade 10; 34.4% of YJ participants and 
22.1% of HS participants had completed grade 9; 21.9% of YJ participants and 22.1% 
of HS participants had completed grade 8; 12.5% of YJ participants and 32.7% of HS 
participants had completed grade 7; with 12.5% of YJ participants and 18.6% of HS 
participants having completed grade 6 or below. These group differences in level of 
education completed were significant, X2 (5) = 16.68, p. = .005. 
3.4 MANCOVA Results 
Due to the significant correlation between age and the majority of test scores 
(see Tables 4-6), a Multivariate Analysis of Covariance (MANCOVA) (with Age as a 
covariate) was performed to compare the two groups on the APS subscales, JEPQ-RS 
subscales, BarOn Eqi:YV subscales, and FSIQ results. The main effect for group was 
significant, F(27) = 9.98, p. < .001, power = 1.00, np2 = .77. Significant differences were 
identified between the two groups on five of the APS subscales, including ADHD, CD, 
Adjustment Disorder, Substance Abuse, and Separation Anxiety (Table 10). 
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Table 10 
Significant APS subscale MANCOVA results 
APS subscale Group Mean SD F P power 
Effect size 
(no2 ) 
ADHD YJ 60.71 10.10 8.10 .005 .81 .10 
HS 51.19 11.03 
CD YJ 76.87 10.71 94.19 <.001 1.00 .47 
HS 50.46 11.27 
Adjustment Disorder YJ 65.58 9.70 20.68 <.001 .99 .16 
HS 51.53 12.07 
Substance Abuse YJ 73.23 21.15 42.51 <.001 1.00 .28 
HS 50.96 9.50 
Separation Anxiety YJ 61.23 17.80 7.01 .009 .75 .06 
Note. YJ n = 31, HS n = 80 
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The results show that the YJ group scored significantly higher on the ADHD, 
CD, Adjustment Disorder, Substance Abuse, and Separation Anxiety subscales in 
comparison to the HS group. However, of these subscales only two resulted in mean 
scores above a t-score of 70, the clinically significant range: Conduct Disorder and 
Substance Abuse. 
Significant differences were also found between the groups on two of the JEPQ-
RS subscales, Extraversion and Psychoticism. For the Extraversion subscale the YJ 
group mean score was significantly higher compared to the HS group (YJ M = 8.84, SD 
= 2.63; HS M= 7.70, SD = 3.19), F(i) = 5.95, p. = .016, power = .68, n 2 = .05. The YJ 
mean score on the Psychoticism subscale was also significantly higher in comparison to 
the HS group (YJ M = 4.06, SD = 2.57; HS M = 2.68, SD = 2.27), F(i) = 4.71, p. = .032, 
power = .58, n; = .04. 
There was also a significant difference in mean FSIQ scores, F(i) = 29.83, p. < 
.001, power = 1.00, np2 = .22, with the HS group having a significantly higher mean 
score (M = 100.64, SD = 15.38) compared to the YJ group (M = 77.90, SD = 14.55). 
The YJ group also had significantly more criminal convictions (M = 24.39, SD = 38.41) 
compared with the HS group (M= 0, SD = 0), F( 1) = 22.96, p. < .001, power = 1.00, np2 
= .18. 
The MANCOVA results for the BarOn Eqi:YV subscales revealed a significant 
difference between the groups on the Stress Management subscale, with the YJ group 
scoring lower (M = 85.10, SD = 17.53) compared with the HS group (M = 98.35, SD = 
15.87), F( 1) = 6.86, p. = .010, power = .74, np2 = .06. 
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3.5 Regression Analyses 
Separate binary logistic regressions were performed for each of the APS 
subscales and the two Factor scales to investigate differences in predictors between 
disorders. Variables were created to incorporate categories of disorders as well as an 
overall psychopathology variable. These categories were determined according to 
DSM-IV-TR classifications and included disorders usually first diagnosed in childhood, 
substance-related disorders, schizophrenia and other psychotic disorders, mood 
disorders, anxiety disorders, and adjustment disorders. Further regressions were 
performed on the two groups separately for the DSM-IV-TR classification variables. 
For all of the regression analyses: highest grade, living arrangement, family 
income, enjoyment of school, criminal convictions, significant adult figure, parent 
mental health, parent drug use, parent alcohol use, parent criminal history, cigarette use, 
alcohol use, drug use, FSIQ score, BarOn Eqi;YV subscales (interpersonal, 
intrapersonal, stress management, adaptability, and general mood), and JEPQ-RS 
subscales (extraversion, neuroticism, and psychoticism) were entered as predictor 
variables. 
3.5.1 APS subscale regressions 
For all the APS subscale regressions a total of 93 cases (64.1% of total sample) 
were analysed. Cases were excluded from the analyses if there were missing values for 
any of the predictor variables. 
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3.5.1.1 ADHD Scale 
A binary logistic regression was performed with ADHD as the dependent 
variable. The full model significantly predicted ADHD status (omnibus X2 (3)= 18.70, p. 
< .001). The model accounted for between 18.2% and 41.0% of the variance in ADHD 
status, with 100.0% of the ADHD not present group successfully predicted. However, 
only 12.5% of the predictions for the ADHD present group were accurate. Overall, 
92.5% of the predictions were accurate. 
Table 11 gives the coefficients, Wald statistic, degrees of freedom, and the 
probability values for each of the predictor variables. This shows that adaptability, 
neuroticism and gender reliably predicted presence of ADHD symptoms. The value of 
the coefficients shows that each unit increase in adaptability decreases the odds of 
ADHD symptoms being present by a factor of 0.92 (95% CI 0.85 to 0.99), each unit 
increase in neuroticism increases the odds of ADHD symptoms being present by a 
factor of 1.52 (95% CI 1.03 to 2.27), and being male increases the odds of ADHD 
symptoms being present by a factor of 8.32 (95% CI 1.02 to 67.87). 
Table 11 
Coefficients, Wald Statistic, Degrees of Freedom, and Significance Value for Predictor Variables for ADHD 
B Wald df P Effect Size 
(ExpB) 
Power 
Adaptability -0.08 4.55 1 .033 0.92 0.06 
Neuroticism 0.42 4.35 1 .037 1.52 0.22 
Gender 2.12 3.92 1 .048 8.32 0.99 
Constant 0.13 0.00 1 .971 1.14 0.07 
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3.5.1.2 Conduct Disorder (CD) Scale 
A binary logistic regression was performed with CD as the dependent variable. 
The full model significantly predicted CD status (omnibus X2 (3)= 73.65, p. < .001). The 
model accounted for between 54.7% and 78.1% of the variance in CD status, with 
95.5% of the CD not present group successfully predicted and 81.5% of the CD present 
group accurately predicted. Overall, 91.4% of the predictions were accurate. 
Table 12 gives the coefficients, Wald statistic, degrees of freedom, and the 
probability values for each of the predictor variables. This shows that intrapersonal 
skills, psychoticism, and criminal convictions reliably predicted presence of CD 
symptomatology. The values of the coefficients show that each unit increase in 
intrapersonal skills decreases the odds of CD symptoms being present by a factor of 
0.94 (95% CI 0.89 to 0.99), and each unit increase in psychoticism increases the odds of 
CD symptoms being present by a factor of 1.94 (95% CI 1.29 to 2.91). Also, having 
criminal convictions increases the odds of CD symptoms being present by a factor of 
152.05 (95% CI 15.24 to 1517.25). 
Table 12 
Coefficients, Wald Statistic, Degrees of Freedom, and Significance Value for Predictor Variables for CD 
Wald df p Effect Size 
(ExpB) 
Power 
Intrapersonal -0.06 4.53 1 .033 0.94 0.05 
Psychoticism 0.66 10.18 1 .001 1.94 0.17 
Criminal Convictions 5.02 18.32 1 <.001 152.05 
Constant 1.00 0.13 1 .716 2.73 0.29 
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3.5.1.3 Adjustment Disorder Scale 
A binary logistic regression was performed with Adjustment Disorder as the dependent 
variable. The full model significantly predicted Adjustment Disorder status (omnibus X2 
(2)= 46.17, p. < .001). The model accounted for between 39.1% and 59.6% of the 
variance in Adjustment Disorder status, with 91.7% of the Adjustment Disorder not 
present group successfully predicted and 66.7% of the Adjustment Disorder present 
group accurately predicted. Overall, 86.0% of the predictions were accurate. 
Table 13 gives the coefficients, Wald statistic, degrees of freedom, and the 
probability values for each of the predictor variables. This shows that only neuroticism 
and drug use reliably predicted presence of Adjustment Disorder symptomatology. The 
values of the coefficients show that each unit increase in neuroticism increases the odds 
of Adjustment Disorder symptoms being present by a factor of 1.51 (95% CI 1.18 to 
1.94), and using drugs increases the odds of Adjustment Disorder symptoms being 
present by a factor of 36.71 (95% CI 7.27 to 185.45). 
Table 13 
Coefficients, Wald Statistic, Degrees of Freedom, and Significance Value for Predictor Variables for Adjustment Disorder 
B 
	
Wald 	df 	 P 	Effect Size 
	Power 
(ExpB) 
Neuroticism 0.41 10.59 1 .001 1.51 0.16 
Drug Use 3.60 19.01 1 <.001 36.71 0.99 
Constant 6.17 20.64 1 .001 <0.01 0.99 
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3.5.1.4 Major Depression (MD) Scale 
A binary logistic regression was performed with MD as the dependent variable. 
The full model significantly predicted MD status (omnibus X2 (4)-7- 44.20, p. < .001). 
The model accounted for between 37.8% and 76.5% of the variance in MD status, with 
96.4% of the MD not present group successfully predicted and 70.0% of the MD 
present group accurately predicted. Overall, 93.5% of the predictions were accurate. 
Table 14 gives the coefficients, Wald statistic, degrees of freedom, and the 
probability values for each of the predictor variables. This shows that stress 
management, general mood, and neuroticism reliably predicted presence of MD 
symptomatology. The values of the coefficients show that each unit increase in stress 
management skills decreases the odds of MD symptoms being present by a factor of 
0.88 (95% CI 0.79 to 0.99), and each unit increase in general mood decreases the odds 
of MD symptoms being present by a factor of 0.83 (95% CI 0.71 to 0.97). Also, each 
unit increase in neuroticism increases the odds of MD symptoms being present by a 
factor of 2.18 (95% CI 1.06 to 4.49). Parent alcohol use failed to reach significance as a 
predictor in the equation. 
Table 14 
Coefficients, Wald statistic, degrees of freedom, and probability value for predictor variables for MD 
b Wald df P Effect Size 
(ExpB) 
Power 
Stress Management -0.12 4:83 1 .028 0.89 0.05 
General Mood -0.19 5.54 1 .019 0.83 0.06 
Neuroticism 0.78 4.46 1 .035 2.18 0.22 
Parent Alcohol Use 21.11 0.00 1 .998 <0.01 0.00 
Constant 5.55 0.00 1 .999 0.004 0.63 
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3.5.1.5 Substance Abuse Scale 
A binary logistic regression was performed with Substance Abuse as the 
dependent variable. The full model significantly predicted Substance Abuse Disorder 
status (omnibus x2(4)= 60.44, p. < .001). The model accounted for between 47.8% and 
75.1% of the variance in Substance Abuse Disorder status, with 94.6% of the Substance 
Abuse Disorder not present group successfully predicted and 78.9% of the Substance 
Abuse Disorder present group accurately predicted. Overall, 91.4% of the predictions 
were accurate. 
Table 15 gives the coefficients, Wald statistic, degrees of freedom, and the 
probability values for each of the predictor variables. This shows that stress 
management skills, parent drug use, and criminal convictions reliably predicted 
presence of Substance Abuse Disorder symptomatology. The values of the coefficients 
show that each unit increase in stress management skills decreases the odds of 
Substance Abuse Disorder symptoms being present by a factor of 0.93 (95% CI 0.87 to 
0.99). Also, having parents who use drugs increases the odds of Substance Abuse 
Disorder symptoms being present by a factor of 15.75 (95% CI 1.30 to 190.67), and 
having criminal convictions increases the odds of Substance Abuse Disorder symptoms 
being present by a factor of 35.57 (95% CI 2.89 to 438.04). Interestingly, in the final 
model drug use was not significant (p = .086). 
Table 15 
Coefficients, Wald Statistic, Degrees of Freedom, and Significance alue for Predictor Variables for Substance Abuse 
Wald df p Effect Size 
(ExpB) 
Power 
Stress Management -0.08 5.59 1 .018 0.93 0.05 
Parent Drug Use 2.76 4.70 1 .030 15.75 0.84 
Criminal Convictions 3.57 7.77 1 .005 35.57 0.89 
Drug Use 2.10 2.96 1 .086 8.20 0.74 
Constant 1.45 0.28 1 .595 4.28 0.53 
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3.5.1.6 Panic Disorder Scale 
A binary logistic regression was performed with Panic Disorder as the 
dependent variable. The full model significantly predicted Panic Disorder status 
(omnibus x2 (2)= 23.80, p. < .001). The model accounted for between 22.6% and 48.0% 
of the variance in Panic Disorder status, with 98.8% of the Panic Disorder not present 
group successfully predicted and 44.4% of the Panic Disorder present group accurately 
predicted. Overall, 93.5% of the predictions were accurate. 
Table 16 gives the coefficients, Wald statistic, degrees of freedom, and the 
probability values for each of the predictor variables. This shows that only interpersonal 
skills and general mood reliably predicted presence of Panic Disorder symptoms. The 
values of the coefficients show that each unit increase in interpersonal skills increases 
the odds of Panic Disorder symptomatology being present by a factor of 1.14 (95% CI 
1.05 to 1.25), and each unit increase in general mood decreases the odds of Panic 
Disorder symptomatology being present by a factor of 0.90 (95% CI 0.85 to 0.96). In 
the final model neuroticism was removed from the predictors as it became non-
significant. 
Table 16 
Coefficients, Wald Statistic, Degrees of Freedom, and Significance Value for Predictor variables for Panic Disorder 
B 	Wald 	df 	 P 	Effect Size 	Power 
(ExpB) 
Interpersonal 0.13 9.15 1 .002 1.14 0.06 
General Mood -0.11 11.19 1 .001 0.90 0.06 
Constant 5.93 2.52 1 .112 <0.01 1.00 
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3.5.1.7 Obsessive Compulsive Disorder (OCD) Scale 
A binary logistic regression was performed with OCD as the dependent variable. The 
full model reaching significance (omnibus x2 ( 1) = 59.14, p. < .001). However, there 
were no significant predictors in the full model. Therefore, the model two steps previous 
was used as it had significant predictors and reached significance overall (omnibus x2 (9) 
= 42.35, p<.001). This model accounted for between 36.6% and 77.7% of the variance 
in OCD status, with 100.0% of the OCD not present group successfully predicted and 
77.8% of the OCD present group accurately predicted. Overall, 97.8% of the predictions 
were accurate. 
Table 17 gives the coefficients, Wald statistic, degrees of freedom, and the 
probability values for each of the predictor variables. This shows that only interpersonal 
skills and living in other accommodation (e.g. group home, carers) reliably predicted 
presence of OCD symptomatology. The values of the coefficients show that each unit 
increase in interpersonal skills increases the odds of OCD symptoms being present by a 
factor of 1.22 (95% CI 1.01 to 1.47) and living in other accommodation increases the 
odds of OCD symptoms being present by a factor of 5934358.61 (95% CI 1.21 to 
2.91E13). The variables that did not contribute significantly to the model included FSIQ 
score, stress management skills, criminal convictions and any of the other living 
arrangements. 
Table 17 
Coefficients, Wald Statistic, Degrees of Freedom, and Significance Value for Predictor Variables for OCD 
Wald df p Effect Size 
(ExpB) 
Power 
Interpersonal 0.20 4.38 1 .036 1.22 0.06 
Living Arrangement - 3.95 5 .557 
Other Living 15.60 3.94 1 .047 5934358.61 
Homeless 46.85 0.00 1 .999 <0.01 
Other Family -4.16 0.00 1 1.00 0.02 
Step/Biological 7.55 3.35 1 .067 1899.41 
One B iological 12.08 3.54 1 .060 176170.88 
FS IQ Score -0.22 0.12 1 .057 0.80 0.07 
Stress Management -0.15 3.21 1 .073 0.86 0.06 
Criminal Convictions -12.47 3.65 1 .056 0.00 0.00 
Constant 6.55 0.54 1 .462 696.12 - 
Note. Other Living = Living in other arrangements (e.g. carers, group home, etc); Other Family = Living with other family members (e.g. grandparents, aunt 
and uncle, siblings, etc.); Step/Biological = living with one step parent and one biological parent; One Biological = living with one biological parent. 
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3.5.1.8 Generalised Anxiety Disorder (GAD) Scale 
A binary logistic regression was performed with GAD as the dependent variable. 
The full model significantly predicted GAD status (omnibus chi-square (3). 28.32, p. < 
.001). The model accounted for between 26.3% and 63.5% of the variance in GAD 
status, with 98.8% of the GAD not present group successfully predicted and 57.1% of 
the GAD present group accurately predicted. Overall, 95.7% of the predictions were 
accurate. 
Table 18 gives the coefficients, Wald statistic, degrees of freedom, and the 
probability values for each of the predictor variables. This shows that only interpersonal 
skills and general mood reliably predicted presence of GAD symptoms. The values of 
the coefficients show that each unit increase in interpersonal skills increases the odds of 
GAD symptoms being present by a factor of 1.13 (95% CI 1.02 to 1.26), and each unit 
increase in general mood decreases the odds of GAD symptoms being present by a 
factor of 0.89(95% CI 0.81 to 0.99). Neuroticism was found to be non-significant in the 
final model. 
Table 18 
Coefficients, Wald Statistic, Degrees of Freedom, and Significance Value for Predictor Variables for GAD 
B Wald df P Effect Size 
(ExpB) 
Power 
Interpersonal 0.13 5.74 1 .017 1.13 0.06 
General Mood -0.11 5.17 1 .023 0.89 0.06 
Neuroticism 0.59 2.45 1 .118 1.80 0.23 
Constant -10.63 2.90 1 .088 0.00 0.00 
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3.5.1.9 Separation Anxiety Scale 
A binary logistic regression was performed with Separation Anxiety as the 
dependent variable. A total of 93 cases were analysed (64.1% of total sample) and the 
full model significantly predicted Separation Anxiety status (omnibus x2 (4) = 36.99, p. < 
.001). The model accounted for between 32.8% and 61.2% of the variance in Separation 
Anxiety status, with 97.5% of the Separation Anxiety not present group successfully 
predicted and 58.3% of the Separation Anxiety present group accurately predicted. 
Overall, 92.5% of predictions were accurate. 
Table 19 gives the coefficients, Wald statistic, degrees of freedom, and the 
probability values for each of the predictor variables. This shows that interpersonal 
skills, neuroticism, psychoticism and gender reliably predicted presence of Separation 
Anxiety symptomatology. The values of the coefficients show that each unit increase in 
interpersonal skills increases the odds of Separation Anxiety symptoms being present by 
a factor of 1.10 (95% CI 1.01 to 1.19), each unit increase in neuroticism increases the 
odds of Separation Anxiety symptoms being present by a factor of 2.80 (95% CI 1.44 to 
5.44), each unit increase in psychoticism decreases the odds of Separation Anxiety 
symptoms being present by a factor of 0.56 (95% CI 0.33 to 0.95) and being male 
increases the odds of Separation Anxiety symptoms being present by a factor of 396.57 
(95% CI 7.00 to 22452.74). 
Table 19 
Coefficients, Wald Statistic, Degrees of Freedom, and Significance Value for Predictor Variables for Separation Anxiety 
B Wald df P Effect Size 
(ExpB) 
Power 
Interpersonal 0.09 5.08 1 .024 1.10 0.06 
Neuroticism 1.03 9.22 1 .002 2.80 0.56 
Psychoticism -0.59 4.71 1 .030 0.56 0.24 
Gender 5.98 8.44 1 .004 396.57 
Constant -21.60 8.52 1 .004 0.00 0.00 
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3.5.1.10 Post Traumatic Stress Disorder (PTSD) Scale 
A binary logistic regression was performed with PTSD as the dependent 
variable. The full model significantly predicted PTSD status (omnibus X2 (10) -= 71.53, p. 
< .001). However, there were no significant predictors in the full model or in the step 
prior. Therefore, the model at step 5 was used, as it was significant (omnibus chi-
square(8) . 58.55, p. < .001) and accounted for between 46.7% and 87.1% of the 
variance in PTSD status. The model successfully predicted 98.8% of the PTSD not 
present group and 83.3% of the PTSD present group. Overall, 96.8% of the predictions 
were accurate. 
Table 20 gives the coefficients, Wald statistic, degrees of freedom, and the 
probability values for each of the predictor variables. This shows that stress 
management skills, neuroticism, and cigarette use reliably predicted the presence of 
PTSD symptomatology. The values of the coefficients show that each unit increase in 
stress management skills decreases the odds of PTSD symptomatology being present by 
a factor of 0.81 (95% CI 0.67 to 0.98), each unit increase in neuroticism increases the 
odds of PTSD symptomatology being present by a factor of 7.80(95% CI 1.19 to 
51.12), and smoking increases the odds of PTSD symptomatology being present by a 
factor of 408.47 (95% CI 1.62 to 103321.07). The variables that did not result in a 
significant prediction included parent mental health and income level. 
Table 20 
Coefficients, Wald Statistic, Degrees of Freedom, and Significance Value for Predictor Variables for PTSD 
Wald df p Effect Size 
(ExpB) 
Power 
Stress Management -0.22 4.85 1 .028 0.81 0.06 
Neuroticism 2.05 4.59 1 .032 7.80 0.25 
Cigarette Use 6.01 4.54 1 .033 408.47 
Parent Mental Health 17.09 1.55 1 .214 26496120.47 - 
Income - 3.74 4 .442 
Constant -6.92 1.11 1 .293 0.00 <0.01 
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3.5.1.11 Dysthymia Scale 
A binary logistic regression was performed with Dysthymia as the dependent 
variable. The full model significantly predicted Dysthymia status (omnibus ;(2 (4) = 
45.99, p. < .001). The model accounted for between 39.0% and 82.9% of the variance 
in Dysthymia status, with 98.8% of the Dysthymia not present group accurately 
predicted and 77.8% of the Dysthymia present group successfully predicted. Overall, 
96.8% of the predictions were accurate. 
Table 21 gives the coefficients, Wald statistic, degrees of freedom, and the 
probability values for each of the predictor variables. This shows that only IQ score and 
neuroticism reliably predicted presence of Dysthymia symptomatology. The values of 
the coefficients show that each unit increase in FSIQ score decreases the odds of 
Dysthymia symptoms being present by a factor of 0.84 (95% CI 0.72 to 0.98), and each 
unit increase in neuroticism increases the odds of Dysthymia symptoms being present 
by a factor of 5.57 (95% CI 1.03 to 30.28). General mood and criminal convictions did 
not maintain a significant contribution to the final model. 
Table 21 
Coefficients, Wald Statistic, Degrees of Freedom, and Significance Value for Predictor Variables for Dysthymia 
B Wald df P Effect Size 
(ExpB) 
Power 
FSIQ score -0.18 4.93 1 .026 0.84 0.06 
Neuroticism 1.72 3.96 1 .047 5.57 0.37 
General Mood -0.09 1.65 1 .199 0.92 0.05 
Criminal Convictions -25.70 0.00 1 .996 0.00 0.00 
Constant 6.35 0.55 1 .457 571.32 _ 
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3.5.1.12 Mania Scale 
A binary logistic regression was performed with Mania as the dependent 
variable. The full model significantly predicted Mania status (omnibus x2 (1) = 9.90, P. = 
.002). The model accounted for between 10.1% and 21.5% of the variance in Mania 
status, with 100.0% of the Mania not present group successfully predicted but 0% of the 
Mania present group accurately predicted. Overall 90.3% of the predictions were 
accurate. The only predictor included in this model was stress management skills (Wald 
(0 = 7.59, B = -0.07, p. = .006; Constant Wald (I) = 3.36, B = 3.67,p. = .067, effect size 
= 0.93, power = 0.06). The value of the coefficient shows that each unit increase in 
stress management skills decreases the odds of Mania symptomatology being present by 
a factor of 0.93 (95% CI 0.89 to 0.98). 
3.5.1.13 Schizophrenia Scale 
A binary logistic regression was performed with Schizophrenia as the dependent 
variable. The full model significantly predicted Schizophrenia status (omnibus x 2 (7) = 
35.80, p. < .001). The model accounted for between 32.0% and 64.6% of the variance 
in Schizophrenia status, with 96.4% of the Schizophrenia not present group successfully 
predicted and 60.0% of the Schizophrenia present group accurately predicted. Overall, 
92.5% of the predictions were accurate. 
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Table 22 gives the coefficients, Wald statistic, degrees of freedom, and the 
probability values for each of the predictor variables. This shows that stress 
management skills, neuroticism, and parent mental health reliably predicted 
Schizophrenia symptomatology. The values of the coefficients show that each unit 
increase in stress management skills decreases the odds of Schizophrenia symptoms 
being present by a factor of 0.89 (95% CI 0.82 to 0.97), and each unit increase in 
neuroticism increases the odds of Schizophrenia symptoms being present by a factor of 
1.81 (95% CI 1.03 to 3.17). Also, having a parent with a mental health problem 
increases the odds of Schizophrenia symptoms being present by a factor of 75.12 (95% 
CI 3.02 to 1871.42). Income was also entered into the model; however it failed to reach 
significance as a predictor variable. 
Table 22 
Coefficients, Wald Statistic, Degrees of Freedom, and Significance Value for Predictor Variables for Schizophrenia 
B Wald df P Effect Size 
(ExpB) 
Power 
Stress Management -0.11 6.58 1 .010 0.89 0.06 
Neuroticism 0.59 4.27 1 .039 1.81 0.23 
Parent Mental Health 4.32 6.93 1 .008 75.12 0.99 
Income Level - 2.95 4 .567 - 
Constant 1.83 0.22 1 .640 6.21 0.87 
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3.5.1.14 Internalising Factor Scale 
A binary logistic regression was performed with Internalising Factor as the 
dependent variable. The full model significantly predicted Internalising status (omnibus 
X2 (4) = 43.69, p. < .001). The model accounted for between 37.5% and 65.6% of the 
variance in Internalising Factor status, with 97.5% of the Internalising Factor not 
present group accurately predicted and 71.4% of the Internalising Factor present group 
successfully predicted. Overall, 93.5% of the predictions were accurate. 
Table 23 gives the coefficients, Wald statistic, degrees of freedom, and the 
probability values for each of the predictor variables. This shows that interpersonal 
skills, stress management skills, extraversion, and neuroticism reliably predicted 
presence of Internalising symptoms. The values of the coefficients show that each unit 
increase in interpersonal skills increases the odds of Internalising symptoms being 
present by a factor of 1.12 (95% CI 1.04 to 1.22), and each unit increase in neuroticism 
also increases the odds of Internalising symptoms being present by a factor of 1.50 
(95% CI 1.00 to 2.24). Also, each unit increase in stress management skills decreases 
the odds of Internalising symptoms being present by a factor of 0.92 (95% CI 0,86 to 
0.97), and each unit increase in extraversion decreases the odds of Internalising 
symptoms being present by a factor of 0.58 (95% CI 0.37 to 0.89). 
Table 23 
Coefficients, Wald Statistic, Degrees of Freedom, and Significance Value for Predictor Variables for Internalising Symptoms 
Wald df p Effect Size 
(ExpB) 
Power 
Interpersonal 0.12 7.70 1 .006 1.12 0.06 
Stress Management -0.09 7.72 1 .005 0.92 0.05 
Extraversion -0.55 6.13 1 .013 0.58 0.20 
Neuroticism 0.41 3.89 1 .049 1.50 0.13 
Constant -4.12 1.00 1 .318 0.02 0.99 
106 
107 
3.5.1.15 Externalising Factor Scale 
A binary logistic regression was performed with Externalising Factor as the 
dependent variable. A total of 93 cases were analysed (64.1% of total sample) and the 
full model significantly predicted Externalising Factor status (omnibus x2 (5) = 68.50, p. 
< .001). The model accounted for between 52.1% and 80.6% of the variance in 
Externalising Factor status, with 95.9% of the Externalising Factor not present group 
successfully predicted and 85.0% of the Externalising Factor present group accurately 
predicted. Overall, 93.5% of the predictions were accurate. 
Table 24 gives the coefficients, Wald statistic, degrees of freedom, and the 
probability values for each of the predictor variables. This shows that stress 
management, general mood, psychoticism, and crime convictions reliably predicted 
presence of Externalising symptoms. The values of the coefficients show that each unit 
increase in stress management skills decreases the odds of Externalising symptoms 
being present by a factor of 0.91 (95% CI 0.84 to 0.99), each unit increase in general 
mood decreases the odds of Externalising symptoms being present by a factor of 0.90 
(95% CI 0.82 to 0.98), and each unit increase in psychoticism increases the odds of 
Externalising symptoms being present by a factor of 1.79 (95% CI 1.05 to 3.05). Also, 
having criminal convictions increases the odds of Externalising symptoms being present 
by a factor of 42.08 (95% CI 2.71 to 654.48). Drug use was entered but failed to reach 
significance as a predictor variable. 
Table 24 
Coefficients, Wald Statistic, Degrees of Freedom, and Significance Value for Predictor Variables for Externalising Symptoms 
Wald df p Effect Size 
(ExpB) 
Power 
Stress Management -0.09 4.66 1 .031 0.91 0.05 
General Mood -0.11 6.28 1 .012 0.90 0.05 
Psychoticism 0.58 4.52 1 .034 1.79 0.13 
Criminal Convictions 3.74 7.13 1 .008 42.08 0.56 
Drug Use 2.23 3.56 1 .059 9.27 0.53 
Constant 10.35 3.93 1 .048 31224.21 
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3.5.2 DSM Classification regressions 
For all the DSM Classification regression, a total of 93 cases (64.1% of total 
sample) were analysed. Cases with any missing values on the predictor variables were 
excluded from the analyses. 
3.5.2.1 Childhood Disorders 
A binary logistic regression was performed with Childhood Disorders as the 
dependent variable. This variable was created using scores on the APS subscales of 
ADHD, CD, and Separation Anxiety. The full model significantly predicted Childhood 
Disorders status (omnibus x2 (3) = 56.59, p. < .001). The model accounted for between 
45.6% and 62.4% of the variance in Childhood Disorders status, with 93.2% of the 
Childhood Disorders not present group successfully predicted and 67.6% of the 
Childhood Disorders present group accurately predicted. Overall, 83.9% of the 
predictions were accurate. 
Table 25 gives the coefficients, Wald statistic, degrees of freedom, and the 
probability values for each of the predictor variables. This shows that only psychoticism 
and criminal convictions reliably predicted presence of Childhood Disorders 
symptomatology. The values of the coefficients show that each unit increase in 
psychoticism increases the odds of a Childhood Disorder being present by a factor of 
1.63 (95% CI 1.22 to 2.19), and having criminal convictions increases the odds of a 
Childhood Disorder being present by a factor of 42.40 (95% CI 7.46 to 240.88). Parent 
Mental Health was entered but failed to reach significance as a predictor variable. 
Table 25 
Coefficients, Wald Statistic, Degrees of Freedom, and Significance Value for Predictor Variables for Childhood Disorders 
B Wald df P Effect Size 
(ExpB) 
Power 
Psychoticism 0.49 10.71 1 .001 1.63 0.19 
Criminal Convictions 3.75 17.87 1 <.001 42.40 0.99 
Parent Mental Health 1.70 3.78 1 .052 5.46 0.88 
Constant -3.28 21.34 1 <.001 0.04 0.99 
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3.5.2.2 Mood Disorders 
A binary logistic regression was performed with Mood Disorders as the 
dependent variable. This variable is made up of the APS subscales of MD, Mania, and 
Dysthymia. The full model significantly predicted Mood Disorders status (omnibus X2 
(2) = 33.67, p. < .001). The model accounted for between 30.4% and 49.5% of the 
variance in Mood Disorders status, with 94.7% of the Mood Disorders not present group 
successfully predicted and 58.8% of the Mood Disorders present group accurately 
predicted. Overall, 88.2% of the predictions were accurate. 
Table 26 gives the coefficients, Wald statistic, degrees of freedom, and the 
probability values for each of the predictor variables. This shows that only FSIQ score 
and neuroticism reliably predicted presence of Mood Disorders symptomatology. The 
values of the coefficients show that each unit increase in neuroticism increases the odds 
of a Mood Disorder being present by a factor of 1.80 (95% CI 1.31 to 2.48), and each 
unit increase in IQ score decreases the odds of a Mood Disorder being present by a 
factor of 0.94 (95% CI 0.90 to 0.98). 
Table 26 
Coefficients, Wald Statistic, Degrees of Freedom, and Significance Value for Predictor Variables for Mood Disorders 
Wald 	df 	p 	Effect Size 	Power 
(ExpB) 
Neuroticism 0.59 12.98 1 <.001 1.80 0.31 
FSIQ score -0.06 7.63 1 .006 0.94 0.05 
Constant -0.19 0.01 1 .962 0.83 0.08 
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3.5.2.3 Anxiety Disorders 
A binary logistic regression was performed with Anxiety Disorders as the 
dependent variable. This variable comprised the APS subscales of Panic Disorder, 
GAD, and PTSD. The full model significantly predicted Anxiety Disorders status 
(omnibus x2 (3) = 37.61, p. < .001). The model accounted for between 33.3% and 54.2% 
of the variance in Anxiety Disorder status, with 92.1% of the Anxiety Disorders not 
present group successfully predicted. However, only 47.1% of the Anxiety Disorders 
present group were accurately predicted. Overall, 83.9% of the predictions were 
accurate. 
Table 27 gives the coefficients, Wald statistic, degrees of freedom, and the 
probability values for each of the predictor variables. This shows that interpersonal 
skills, neuroticism and drug use reliably predicted presence of Anxiety Disorders 
symptomatology. The values of the coefficients show that each unit increase in 
interpersonal skills increases the odds of an Anxiety Disorder being present by a factor 
of 1.06 (95% CI 1.01 to 1.12), each unit increase in neuroticism also increases the odds 
of an Anxiety Disorder being present by a factor of 1.78 (95% CI 1.28 to 2.47), and 
using drugs increases the odds of an Anxiety Disorder being present by a factor of 5.79 
(95% CI 1.37 to 24.42). 
Table 27 
Coefficients, Wald Statistic, Degrees of Freedom, and Significance Value for Predictor Variables for Anxiety Disorders 
Wald df p Effect Size 
(ExpB) 
Power 
Interpersonal 0.06 5.29 1 .021 1.10 0.06 
Neuroticism 0.58 11.82 1 .001 1.78 0.28 
Drug Use 1.76 5.72 1 .017 5.79 0.96 
Constant -11.99 15.11 1 <.001 0.00 0.00 
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3.5.2.4 Other Disorders 
Further DSM classifications were possible with the APS subscales being 
analysed. These classifications included Adjustment Disorders, Substance Disorders, 
and Psychotic Disorders. As these classifications only included one APS subscale 
(Adjustment Disorder, Substance Abuse, and Schizophrenia, respectively), the results of 
the regression analyses are the same as the individual subscale regressions. The results 
of these regressions are reported in Tables 13, 15 and 22 respectively. 
3.5.3 Overall Psychopathology regression 
A binary logistic regression was performed with Psychopathology as the DV. 
This variable was created using all APS subscale scores of 70 and above as indicative of 
possible psychopathology, and those below 70 as not indicative of psychopathology. 
Therefore, if a participant had a score on any of the APS subscales of 70 and above, 
they were classified in the psychopathology present group. A total of 93 cases were 
analysed (64.1% of total sample) and the full model significantly predicted 
Psychopathology status (omnibus x2 (5) = 88.42, p. < .001). The model accounted for 
between 61.4% and 82.2% of the variance in Psychopathology status, with 94.2% of the 
Psychopathology not present group successfully predicted and 87.8% of the 
Psychopathology present group accurately predicted. Overall, 91.4% of the predictions 
were accurate. 
115 
116 
Table 28 gives the coefficients, Wald statistic, degrees of freedom, and the 
probability values for each of the predictor variables. This shows that stress 
management, gender, parent mental health, drug use, and crime convictions reliably 
predicted presence of Psychopathology symptomatology. The values of the coefficients 
show that each unit increase in stress management skills decreases the odds of 
Psychopathology symptoms being present by a factor of 0.87 (95% CI 0.81 to 0.94), 
and having a parent with a history of mental health problems increases the odds of 
Psychopathology symptoms being present by a factor of 261.74 (95% CI 5.31 to 
12913.89). Also, being male decreases the odds of Psychopathology symptoms being 
present by a factor of 0.05 (95% CI 0.01 to 0.66), using drugs increases the odds of 
Psychopathology symptoms being present by a factor of 32.73 (95% CI 3.11 to 344.04), 
and having criminal convictions increases the odds of Psychopathology symptoms 
being present by a factor of 597.50 (95% CI 15.39 to 23196.50). 
Table 28 
Coefficients, Wald Statistic, Degrees of Freedom, and Significance Value for Predictor Variables for Psychopathology 
B Wald df P Effect Size 
(ExpB) 
Power 
Stress Management -0.14 13.35 1 <.001 1.15 0.06 
Gender -3.02 5.18 1 .023 20.42 0.52 
Parent Mental Health 5.57 7.83 1 .005 0.004 0.13 
Drug Use 3.49 8.45 1 .004 0.03 0.50 
Criminal Convictions 6.39 11.73 1 .001 0.002 0.04 
Constant 11.42 11.23 1 .001 0.00 0.00 
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3.5.4 Subgroup Regressions 
Further regressions were performed on the two groups separately using the 
significant risk and protective factors that were predictors in more than one APS 
subscale regression for the entire sample. The factors entered as predictors included 
neuroticism, crime convictions, stress management, and general mood. Only the 
significant regressions for each group are reported. 
3.5.4.1 YJ Group 
A series of binary logistic regression was performed for the YJ group with a 
total of 32 cases analysed (100% of the YJ sample). The significant models are 
presented in Table 29 below. The Panic disorder regression failed to reach significance 
(omnibus chi-square (1) = 3.13, p. = .077), while the GAD, Mania and Overall 
Psychopathology regressions were incomplete. 
Table 29 
Significant YJ group regressions 
DV X2 Df % Variance 
MM. 	Max. Present 
% Group Predicted 
Not Overall 
ADHD 9.32 1 .002 25.3 40.8 50.0 96.2 87.5 
CD 7.15 1 .008 20.0 28.8 95.7 44.4 81.2 
Adjustment 10.70 1 .001 28.4 37.9 80.0 64.7 71.9 
MD 8.99 1 .003 24.5 46.3 50.0 92.9 87.5 
Sub Abuse 7.86 1 .005 21.8 29.0 100.0 31.2 65.6 
OCD 4.24 1 .040 12.4 19.1 42.9 92.0 81.3 
Sep Anxiety 14.75 1 <.001 36.9 51.0 63.6 85.7 78.1 
PTSD 7.29 1 .007 20.4 32.9 33.3 100.0 87.5 
Schizophrenia 15.41 2 <.001 38.2 58.8 71.4 96.0 90.6 
Internalising 10.28 2 .006 27.5 44.4 33.3 96.2 84.4 
Externalising 12.84 2 .002 33.1 44.1 82.4 80.0 81.2 
Note. DV = Dependant Variable; Adjustment = Adjustment Disorder; Sub Abuse = Substance Abuse; Sep Anxiety = Separation Anxiety; Internalising = 
Internalising factor; Externalising = Externalising factor; X 2 = Omnibus Chi-Square; % Variance = the percentage of variance accounted for by the regression 
model; % Group Predicted = the percentage of the group in the present and not present status and overall successfully predicted by the regression model. 
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The predictors, Wald statistic, degrees of freedom, Coefficient (B), significance 
value (p), factor score, and 95% CI for the factor score, for each of the significant 
regressions are presented in Table 30. The Substance Abuse regression reached 
significance overall, however the only predictor was crime convictions which was not 
significant (Wald (l) = 0.00, B = 21.58, p. = .999). The Dysthymia regression was also 
significant overall, however neuroticism was the only predictor and it failed to reach 
significance (Wald (l) = 0.00, B = 30.81, p. = .989). 
Table 30 
Predictor variables for significant YJ group regressions 
DV Predictors Wald Df B P Factor 
(Effect Size) 
95% CI 
Lower 	Upper 
Power 
ADHD Neuroticism 4.98 1 0.56 .026 1.76 1.07 2.88 0.13 
CD Crime 5.50 1 2.87 .019 17.60 1.60 193.39 0.84 
Adjustment Neuroticism 7.44 1 0.40 .006 1.49 1.12 1.97 0.10 
MD Gen Mood 3.99 1 -0.17 .046 0.85 0.72 1.00 0.06 
OCD Crime 4.12 1 -2.16 .042 0.12 0.01 0.93 0.82 
Sep Anxiety Neuroticism 7.71 1 0.57 .005 1.78 1.18 2.66 0.12 
PTSD Neuroticism 4.50 1 0.46 .034 1.58 1.04 2.40 0.12 
Schizophrenia Neuroticism 4.31 1 0.84 .038 2.31 1.05 5.10 0.15 
Crime 4.14 1 -4.31 .042 0.01 0.00 0.85 0.10 
Internalising Crime 4.77 1 -3.80 .029 0.02 0.01 0.68 0.57 
Stress 3.39 1 -0.08 .066 0.93 0.86 1.01 0.05 
Externalising Neuroticism 4.03 1 0.27 .045 1.32 1.01 1.72 0.07 
Stress 3.88 1 -0.05 .049 0.95 0.90 1.00 0.05 
Note. Wald = Wald statistic; Factor = Exp(B) for each regression; 95% CI = 95% confidence interval for the Factor score; B = coefficient; DV = Dependant 
Variable; Adjustment = Adjustment Disorder; Sep Anxiety = Separation Anxiety; Internalising = Internalising factor; Externalising = Externalising factor; 
Crime = Crime Convictions; Gen Mood = General Mood; Stress = Stress Management. 
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The values of the coefficients for neuroticism show that each unit increase in 
neuroticism increases the odds of ADHD, Adjustment Disorder, Separation Anxiety, 
PTSD, Schizophrenia, and Externalising Factor symptomatology being present by a 
factor of between 1.32 and 2.31 
The values of the coefficients for crime convictions shows that for CD, each unit 
increase in crime convictions increases the odds of CD symptomatology by a factor of 
17.6; however, for OCD, Schizophrenia and Internalising Factor symptomatology, each 
unit increase in crime convictions decreases the odds by a factor of between 0.01 and 
0.12. 
The values of the coefficients for stress management show that for Internalising 
Factor and Externalising Factor symptomatology, each unit increase in stress 
management skills decreases the odds by a factor of 0.93 and 0.95 respectively. 
Higher general mood was also a predictor for the MD regression, showing that 
for each unit increase in general mood, the odds of MD symptomatology decreased by a 
factor of 0.85. 
3.5.4.2 HS Group 
A series of binary logistic regression was performed for the HS group with a 
total of 83 cases analysed (73.5% of the HS sample). Cases with missing values for any 
of the predictor variables were excluded from the analyses. The significant models are 
presented in Table 31 below. 
Table 31 
Significant HS group regressions 
DV X2 Df p % Variance 
Min. 	Max. Present 
% Group Predicted 
Not 	Overall 
ADHD 7.75 1 .005 8.9 20.3 0.00 100.0 91.6 
CD 19.52 1 <.001 21.0 44.6 50.0 96.0 91.6 
Adjustment 19.47 1 <.001 20.9 40.1 40.0 95.9 89.2 
MD 29.56 2 <.001 30.0 63.8 50.0 97.3 92.8 
Sub Abuse 12.06 1 .001 13.5 37.0 0.0 100.0 94.0 
Panic 21.60 2 <.001 22.9 52.2 42.9 98.7 94.0 
OCD 6.93 1 .008 8.0 21.9 0.0 100.0 94.0 
GAD 18.03 1 <.001 19.5 44.5 42.9 98.7 94.0 
Sep Anxiety 7.86 1 .005 9.0 24.7 0.0 100.0 94.0 
PTSD 25.07 2 <.001 26.1 52.5 44.4 97.3 91.6 
Dysthymia 31.10 2 <.001 31.2 57.6 45.5 94.4 88.0 
Mania 5.46 1 .019 6.4 19.9 0.0 100.0 95.2 
Schizophrenia 21.72 2 <.001 23.0 52.4 28.6 97.4 91.6 
Internalising 31.83 2 <.001 31.9 61.2 60.0 95.9 91.6 
Externalising 15.66 1 <.001 17.2 39.1 42.9 96.1 91.6 
Overall Psych 36.61 1 <.001 35.7 53.4 50.0 93.7 83.1 
Note. Adjustment = Adjustment Disorder; Sub Abuse = Substance Abuse; Sep Anxiety = Separation Anxiety; Internalising = Internalising factor; 
Externalising = Externalising factor; Overall Psych = Overall Psychopathology; X 2 = Omnibus Chi-Square; % Variance = the percentage of variance 
accounted for by the regression model; % Group Predicted = the percentage of the group in the present and not present status and overall successfully 
predicted by the regression model. 
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The predictors, Wald statistic, degrees of freedom, Coefficient (B), significance 
value (p), factor score, and 95% CI for the factor score, for each of the significant 
regressions are presented in Table 32. 
Table 32 
Predictor variables for significant HS group regressions 
DV Predictors Wald Df B p Factor 
(Effect Size) 
95% CI 
Lower 	Upper 
Power 
ADHD Stress 6.63 1 -0.07 .010 0.93 0.88 0.98 0.06 
CD Stress 12.08 1 -0.12 .001 0.89 0.83 0.95 0.06 
Adjustment Stress 13.00 1 -0.11 <.001 0.90 0.85 0.95 0.06 
MD Stress 6.98 1 -0.14 .008 0.87 0.79 0.97 0.06 
Gen Mood 4.80 1 -0.14 .029 0.87 0.77 0.99 0.06 
Sub Abuse Stress 7.91 1 -0.11 .005 0.89 0.82 0.97 0.06 
Panic Neuroticism 4.12 1 0.51 .042 1.67 1.02 2.73 0.22 
Gen Mood 3.19 1 -0.13 .074 0.88 0.77 1.01 0.06 
OCD Crime 5.74 1 -0.08 .017 0.93 0.87 0.99 0.06 
GAD Neuroticism 6.87 1 0.79 .009 2.21 1.22 4.00 0.48 
Sep Anxiety Neuroticism 4.58 1 0.46 .032 1.59 1.04 2.43 0.28 
PTSD Neuroticism 4.50 1 0.47 .034 1.60 1.04 2.46 0.19 
Stress 6.37 1 -0.90 .012 0.92 0.85 0.98 0.05 
Dysthymia Stress 7.29 1 -0.10 .007 0.91 0.85 0.97 0.06 
Gen Mood 7.36 1 -0.12 .007 0.89 0.82 0.97 0.06 
Mania Stress 4.59 1 -0.08 .032 0.93 0.86 0.99 0.06 
Schizophrenia Stress 6.13 1 -0.11 .013 0.90 0.83 0.98 0.06 
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Gen Mood 4.18 1 -0.11 .041 0.90 0.81 1.00 0.06 
DV Predictors Wald Df B P Factor 95% CI Power 
(Effect Size) Lower 	Upper 
Internalising Neuroticism 6.45 1 0.74 .011 2.09 1.18 3.70 0.31 
Stress 5.53 1 -0.09 .019 0.92 0.85 0.97 0.05 
Externalising Stress 10.43 1 -0.11 .001 0.89 0.84 0.96 0.06 
Overall Psych Stress 17.44 1 -0.14 <.001 0.87 0.82 0.93 0.06 
Note. Wald = Wald statistic; Factor = Exp(B) for each regression; 95% CI = 95% confidence interval for the Factor score; B = coefficient; Adjustment = 
Adjustment Disorder; Sub Abuse = Substance Abuse; Sep Anxiety = Separation Anxiety; Internalising = Internalising factor; Externalising = Externalising 
factor; Overall Psych = Overall Psychopathology; Crime = Crime Convictions; Gen Mood = General Mood; Stress = Stress Management. 
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The values of the coefficients for stress management show that for ADHD, CD, 
Adjustment, MD, Substance Abuse, PTSD, Dysthymia, Mania, Schizophrenia, 
Internalising Factor, Externalising Factor and Overall Psychopathology 
symptomatology, each unit increase in stress management skills decreases the odds of 
these symptoms by a factor of between 0.87 and 0.93. 
Higher general mood was a predictor for the MD, Panic Disorder, Dysthymia, 
and Schizophrenia regressions. The value of the coefficient shows that for each unit 
increase in general mood, the odds of MD, Panic, Dysthymia or Schizophrenia 
symptomatology decreases by a factor of between 0.87 and 0.90. 
The values of the coefficients for neuroticism show that each unit increase in 
neuroticism increases the odds of Panic, GAD, Separation Anxiety, PTSD and 
Internalising Factor symptomatology by a factor of between 1.59 and 2.21. 
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Discussion 
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4. Discussion 
4.1 Hypotheses 
The first hypothesis that adolescents involved with youth justice services have 
significantly higher rates of psychopathology than adolescents in the general population, 
particularly conduct and behavioural disorders, anxiety disorders, and substance use 
disorders, was supported by the results. Proportionately, the YJ group contained a 
significantly higher percentage of participants with clinically significant APS subscale 
scores across all the subscales, with the exception of Generalised Anxiety Disorder 
(GAD) and Dysthymia compared to the HS group. The differences between the groups 
in percentage of participants with clinically significant subscale scores ranged from a 
low of 3.5% of the HS group with significant scores on the Schizophrenia scale and a 
high of 12.4% of the HS group with significant scores on the Dysthymia scale; 
compared to a low of 6.3% of the YJ group on the GAD scale to a high of 71.9% of the 
YJ group on the Conduct Disorder (CD) scale. These results are consistent with 
previous research that has found higher rates of psychopathology in detained 
adolescents compared with general population rates (e.g., Rosenblatt et al., 2000). 
Bickel and Campbell's (2002) research in an Australia juvenile detention 
facility, found high rates of CD, ADHD, Major Depression (MD), anxiety disorders and 
PTSD, consistent with the results of the current study. However, Bickel and Campbell 
(2002) report higher rates of these disorders, with 98% of participants classified with 
CD, 46% with ADHD, 30% with MD, 32% with an anxiety disorder, and 36% with 
PTSD. In contrast, the current results suggest that 72% of YJ adolescents met criteria 
for CD, 19% ADHD, 13% MD, 6% GAD, and 19% PTSD. These differences may 
reflect differences in sampling, with the present study utilising a combined sample of 
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detained and non-detained adolescents in the YJ group, whereas the sample used by 
Bickel & Campbell (2002) consisted only of adolescents in detention. It may also be 
due to a lower rate of these disorders in the current research population. 
The rates of psychopathology in the HS group were broadly consistent with the 
published rates of psychopathology in the general adolescent population. In the present 
study, of the HS sample, 7% had significant ADHD scale scores with general 
population rates being 3.8-10% (Sawyer et al., 2000); 9% had significant PTSD scale 
scores with the lifetime prevalence of PTSD in the general population being 1-14%; 
and, 4% displayed significant OCD scale scores with general population prevalence 
estimated to be 1.5-2.1% (DSM-IV, 1994). Costello et al. (1996) found that 5.7% of 
their sample of North American adolescents had an anxiety disorder, which is in 
keeping with the finding of significant scores in 4% to 8% of the HS group in the 
present study on Panic Disorder, OCD or GAD scales. In the HS sample of the present 
study, 5% displayed significant scores on the Substance Abuse scale, which is 
comparable to previous findings of 0.1% to 14% of the general population displaying 
Substance Abuse problems (Costello et al., 1996; DSM-IV, 1994). 
However, on two scales of the APS the HS group displayed higher rates of 
clinically significant scores than has been described in previous research. On the CD 
scale 11% of the HS group displayed significantly elevated scores compared to 
published rates of 1 - 3.8% in the general population (Sawyer et al., 2000). Also, 10% of 
the HS groups displayed elevated scores on the MD scale, compared to reported rates of 
1.5% - 4.8% in previous research (Costello et al., 1996, 1996; Sawyer et al., 2000). The 
discrepancy between rates of CD and MD in the present sample compared to previously 
published rates may reflect unique differences in the sample of adolescents recruited for 
this study. However, it is likely that the differences evident reflect differences in 
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classification used between the present study and previous prevalence studies. In the 
present study, participants completed a written questionnaire of multiple psychological 
symptoms, the Adolescent Psychopathology Scale (APS). While the scale does address 
the major diagnostic clusters from DSM-IV, it cannot replace a structured diagnostic 
clinical interview which is the method of diagnostic classification utilised by previously 
published prevalence studies. Hence, differences in prevalence rates between the present 
study and previous studies may reflect a discrepancy in the diagnostic accuracy of the 
APS compared to a diagnostic clinical interview; such that rates of CD and MD in the 
HS sample are overestimated by the APS. 
In addition to the finding that the YJ group displays a significantly higher 
prevalence rate of psychopathology than the HS group; it was also found that the YJ 
group displayed significantly higher scores on multiple APS subscales, lending support 
to the first hypothesis. The results of the MANCOVA analyses indicate that the YJ 
group had significantly higher scores on the CD and ADM) scales, associated with 
disorders of behaviour control. That the YJ group displays significantly higher CD score 
is not entirely unexpected as the diagnostic criteria for CD (DSM-IV-TR, 2000) includes 
a violation of the basic rights of others or age-appropriate societal norms or rules. All 
participants in the YJ group were either in detention or placed on community orders 
whilst either on remand awaiting charges to be heard or serving a sentence for a 
conviction, which indicates that all participants in this group will meet the criteria of 
having violated societal rules or the basic rights of others. The diagnostic criterion for 
ADHD does not lend directly to a criminal record history; therefore, there is the 
possibility that ADHD may be a predictor of risk for criminal behaviour in adolescents 
(Eme, 2008). Eme (2008) suggests ADHD is a risk factor for the development of CD 
due to impulsivity, which would then make it a risk factor for criminal behaviour. The 
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results regarding elevated scores on CD and ADHD scales are consistent with previous 
research examining rates of psychopathology in detained adolescents (Bickel & 
Campbell, 2002; Rosenblatt et al., 2000). 
The YJ group also displayed significantly elevated scores on two anxiety 
disorder scales, Separation Anxiety and Adjustment Disorder. While Adjustment 
Disorder is not classified as an anxiety disorder in the DSM-IV-TR (2000), the essential 
feature of any adjustment disorder is clinically significant emotional or behavioural 
symptoms as a result of identifiable stressors. This is also true of anxiety disorders, 
which is a response to identifiable or perceived stressors (DSM-IV-TR, 2000). That the 
YJ group displays significantly elevated scores on the Adjustment Disorder and 
Separation Anxiety scales most probably reflects situationally triggered stress reactions 
in response to incarceration and separation from family and peer support. 
Further MANCOVA results indicated that the YJ group had significantly 
elevated scores on the Substance Abuse scale. This finding is consistent with previous 
research, which has found significantly higher rates of substance related disorders in 
detained adolescent populations, with rates varying between 23% and 69% compared to 
6-9% in the general adolescent population (Bigelow, 2000; Kessler, 2002; Hayes et al., 
2004). Abram et al. (2003) reported high rates of substance use disorders amongst 
detained adolescents (43.1% of females and 46.6% of males), particularly amongst the 
detained adolescents with comorbid disorders of mood, anxiety, and conduct (Abram et 
al., 2003). 
With regard to the first hypothesis of this study, the results indicate that the YJ 
group displayed significantly higher rates of psychopathology on most of the APS 
subscales, as well as significantly higher scores on five of the scales. The YJ group 
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recorded elevated scores on the CD, ADHD, Separation Anxiety, Adjustment Disorder, 
and Substance Abuse scales; disorders that can be classified as the behavioural, anxiety, 
and substance use types as hypothesised. The findings are also generally consistent with 
previous research (e.g. Abram et al., 2003; Bickel & Campbell, 2002; Rosenblatt et al., 
2000). 
The results provided partial support for the second hypothesis that factors such 
as neuroticism, psychoticism, personal substance abuse, personal criminal history, 
parental substance use, parental criminal history, parental mental health problems, lower 
level education, lower family income and breakdown of the family group would be 
significant risk factors for psychopathology. While not all of these variables were found 
to be risk factors for psychopathology, a number of them were identified as significant 
predictors in regression models. However, lower family income, lower level education, 
and parental criminal history were not identified as risk factors for psychopathology in 
any of the regression models derived. That these three variables did not emerge as risk 
factors in the regression models may reflect a number of factors. It may be that they do 
not reflect the domain they were intended to contribute to. For example, lower family 
income was intended to tap into poverty, which has previously been associated with 
mental health problems. It may be that this is not substantial enough to reflect the 
impact of poverty on its own, as previous research has found a number of factors 
mediate the effect of poverty on psychopathology, including parenting style, social 
support, and neighbourhood violence (Costello et al., 2001). This could also apply to 
lower level education, as it may be a contributor to a broader risk factor such as poverty 
but not substantial enough to reflect this broad risk factor alone. Further, lower level 
education may not emerge as a risk factor until adulthood when the impact education 
level has on occupational prospects becomes more evident. Parental criminal history 
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was found not to be a risk factor in the regression models, despite parental crime having 
been associated with an increased risk of adolescent crime (Mednick et al., 1984), which 
is a potential risk factor for psychopathology. Thus, parental crime may indirectly 
predict risk for psychopathology, with the direct risk factor being adolescent criminal 
behaviour. 
The results of the regression analyses identified a number of risk factors for 
psychopathology that were consistent with the second hypothesis. Three risk factors 
emerged as consistent predictors of risk for APS scale scores in a number of regression 
models. These included neuroticism, crime convictions, and psychoticism. Neuroticism, 
in particular, was found to be a significant predictor in the ADHD, Adjustment 
Disorder, MD, Separation Anxiety, PTSD, Dysthymia, and Schizophrenia models. 
Neuroticism also contributed significantly in the Mood Disorders and Anxiety 
Disorders regression models, making it the most common predictor of psychopathology 
in this sample. The value of the coefficients for neuroticism showed its risk contribution 
was by a factor of 1.51 to 7.80. 
Neuroticism is defined as "individual differences in excitability and emotional 
responsiveness" (Eysenck & Eysenck, 1985, p.232). It is generally considered a 
measure of emotional stability, ranging from emotionally stable, through emotionally 
labile, to neurotic (Francis, Craig, & Robbins, 2008). High scores on neuroticism have 
been related to high levels of physiological arousal, anxiety, depression, shyness and 
low self-esteem (Eysenck & Eysenck, 1985; Francis et al., 2008). Its relationship to 
anxiety and depression is consistent with the results of the present study supporting that 
neuroticism is a risk factor for Adjustment Disorder, MD, Separation Anxiety, PTSD, 
and Dysthymia, and also contributes to the overall clusters of Mood Disorders and 
Anxiety Disorders in this adolescent population. 
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•The role of neuroticism in ADHD and Schizophrenia is less consistent with 
previous research fmdings. ADHD is a behavioural disorder with inattention and 
hyperactivity/impulsivity as the main components of diagnosis; while Schizophrenia is 
a psychotic disorder characterised by paranoia, delusions, hallucinations, 
withdrawal/blunted affect, and/or catatonia (DSM-IV-TR, 2000). The diagnostic criteria 
for these disorders do not specify emotional lability, with the diagnostic criteria for 
Schizophrenia specifying that emotional lability is inconsistent with the diagnosis and 
indicative of a marker for another disorder type (DSM-IV-TR, 2000). It is possible that 
the finding of a predictive relationship between neuroticism and Schizophrenia may 
reflect the conceptualisation of Schizophrenia in the APS scale. It suggests adolescents 
who score in the clinical range may display emotional lability, along with the classic 
symptoms of delusions, hallucinations, and behavioural disturbance (Reynolds, 1998); a 
pattern that may be more consistent with other psychotic disorders, such as 
Schizoaffective Disorder (DSM-IV-TR, 2000) which incorporates a component of mood 
disorder. 
Criminal conviction was another common risk factor in the regression models 
produced. Criminal conviction was found to be a significant predictor for the CD, 
Substance Abuse, and Childhood Disorders models. The diagnostic criteria for CD 
includes violations of societal rules or norms (DSM-IV-TR, 2000), making criminal 
convictions an obvious predictive risk factor for this disorder. The predictive 
relationship between criminal convictions and Substance Abuse may reflect the 
evidence of high level of substance abuse in the YJ group who also display high rates of 
criminal convictions. Such a relationship may not be predictive of Substance Abuse 
Disorder, but reflective of an existing relationship between substance abuse and 
criminality. Previous studies have consistently identified substantial conduct disorder 
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and substance abuse problems amongst detained adolescents, which support the results 
of the present study suggesting that criminal convictions are a risk factor for these two 
disorders. Research has suggested those who are repeat offenders use alcohol, cannabis, 
amphetamines, cocaine, and other illicit drugs more frequently (Peersen et al., 2004) 
than those who do not repeat offend. Dembo et al. (1990) found that young offenders 
who tested positive for cannabinoids and who reported recently using drugs, had more 
referrals to court for property and drug offences compared to youths who did not test 
positive for drugs. Criminal convictions also predicted risk for the Childhood Disorders 
model. However, as the Childhood Disorders model was derived from the CD and 
ADHD scales, the strong relationship between CD and criminal convictions may have 
superimposed on the absence of a relationship between ADHD and criminal 
convictions. 
Psychoticism was found to be a predictive risk factor in the CD and Childhood 
Disorders regressions. Psychoticism is defined as individual differences in hostility and 
tough-mindedness, as well as tendencies for psychosis (Porzio, 2009). Psychoticism 
progresses from tender-mindedness, through tough-mindedness, to psychotic. A high 
score on psychoticism has been associated with aggression, egocentrism, impulsiveness, 
and tough-mindedness (Francis et al., 2008). The finding that psychoticism is a risk for 
CD is consistent with the diagnostic criteria for CD, as it involves aggression to people 
or animals, property destruction, deceitfulness or theft, and violations of rules (DSM-IV-
TR, 2000), all of which relate to aggression, egocentrism, and impulsiveness. It also fits 
with Childhood Disorders, which include impulsive and egocentric diagnostic criteria. 
Psychoticism was also found to predict Separation Anxiety; however, it was 
found to be a protective factor in this regression model with higher levels of 
psychoticism predicting lower levels of Separation Anxiety. The diagnostic criteria for 
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Separation Anxiety includes recurrent or excessive distress when separated from major 
attachment figures, fear about being separated from major attachment figures, refusal to 
go to sleep without major attachment figures being present, nightmares involving the 
theme of separation, or complaints of physical symptoms when separated from major 
attachment figures (DSM-IV-TR, 2000). It may be that the tough-minded nature of 
people higher in psychoticism experience less anxiety due to separation from significant 
attachment figures. It may also be that the egocentric nature of psychoticism may result 
in less reliance on significant attachment figures, or possibly an absence of emotional 
attachment to others. 
Other risk factors that were identified as significant predictors include parental 
mental health problems, drug use, cigarette use, living in other accommodation (e.g., 
group homes; with carers), and parent drug use. Parental mental health problems was a 
significant predictor for Schizophrenia, and approached significance as a predictor for 
Childhood Disorders. Previous research has found a 10 fold increase in the risk of 
experiencing Schizophrenia in first degree relatives of sufferers (DSM-IV-TR, 2000). 
Also, children of parents with Antisocial Personality Disorder, Alcohol Dependence, 
Mood Disorder, ADHD or Schizophrenia have been found to have an increased risk of 
experiencing Conduct Disorder. There is also a higher prevalence of mood and anxiety 
disorders, substance disorders, and Antisocial Personality Disorder in children of people 
with ADHD (DSM-IV-TR, 2000). Therefore, the finding that parental mental health 
problems are a risk factor for Schizophrenia is also consistent with previous research 
findings. 
Drug use was also found to be a significant risk factor for Adjustment Disorder 
and Anxiety Disorders. Previous research has found substance use is a common 
problem amongst people experiencing mental health problems. Deas, Germaine and 
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Upadhyaya (2006) found a high rate of anxiety disorders amongst female adolescents 
who were substance users. However, their results suggest that anxiety disorders are a 
precursor to substance use and reported a high rate of affective and disruptive behaviour 
disorders in both male and female adolescent substance users. The 2004 National Drug 
Strategy Household Survey (2005) found 64.9% of heroin users had high to very high 
levels of anxiety and depressive symptoms and 40% of people who used an illicit drug 
had high to very high levels of psychological distress. The finding that drug use is a 
predictor for Adjustment Disorder may reflect the high prevalence of this disorder 
amongst the YJ group, which also had significantly higher substance use compared to 
the HS group. It is not unexpected that adolescents who have been incarcerated would 
experience adjustment problems, simply as a result of the incarceration and the stress 
involved in this process with the relationship with drug use being concurrent rather than 
predictive. 
The interesting finding for drug use is that it did not reach significance as a 
predictor for Substance Abuse. The expectation was that drug use would predict 
Substance Abuse Disorder; however, this was not the case in the present study. The 
absence of a relationship between drug use and Substance Abuse score may reflect the 
method of data collection used, which relied on self-report. Self-report measures have 
previously been found to lack robustness due to participants 'faking good' or 'faking 
bad' (Holden, Kroner, Fekken, & Popham, 1992). Asking about drug use histories is a 
potential area participants may feel the need to 'fake good' due to societal norms about 
the use of drugs and the illegality of certain drug use. However, the confidential nature 
of the collection measure, which used no identifying information, should have reduced 
'faking good'. The lack of a relationship may therefore have been due to a lower rate of 
drug use in the sample population. While drug use was high in the YJ group, it was 
139 
significantly lower in the HS group, which would reduce the overall rate of drug use. It 
may also be due to the "all inclusive" nature of the drug use variable, which did not 
differentiate between problematic use and occasional use. It may be that the frequency 
and/or nature of drug use (e.g. injecting versus oral use) are more predictive of or risk 
factors for substance abuse problems than drug use in general. 
Cigarette use was also a predictive factor of PTSD scores, contributing a risk 
factor of 408.47. Previous research has consistently found a relationship between 
smoking and anxiety disorders (Feldner, Babson & Zvolensky, 2007). In Feldner et al.'s 
(2007) review of the previous research, a number of studies have reported an increased 
risk of trauma exposure and PTSD amongst nicotine dependant individuals compared to 
non-dependant individuals. However, use of nicotine may reflect a reaction to an 
anxiety disorder, with increased use of nicotine arising from increased anxiety 
symptoms. Thus, it is possible that the finding of a significant relationship between 
cigarette use and PTSD may be that cigarette use predicts PTSD or vice versa; the 
retrospective nature of the present study is unable to determine a direction. 
Parent drug use was identified as a risk factor for score on the Substance Abuse 
scale, contributing a risk factor of 15.57. This result is consistent with previous 
research that has identified a relationship between parental substance abuse and 
substance abuse problems in children and adolescence (Clark et al., 1999). Clark et al.'s 
(1999) study on the pathway to substance use disorders for adolescent boys, found that 
those boys whose parents had a substance use disorder were at greater risk of 
experiencing substance-related problems and psychopathology during adolescence. 
Living in other accommodation was identified as a significant risk factor for 
OCD. Living in other accommodation was defined as adolescents who lived in 
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situations such as with carers or in a group home. In their study of parent-child 
relationships, Fauber et al. (1990) found internalising behaviour problems for 
adolescents were accounted for by disruptions to the parent-child relationship. Other 
research has found that unhealthy families that are conflictual, unsupportive and 
neglectful have a detrimental effect on the mental health of all adolescents (Repetti et 
al., 2002). As OCD is characterised by anxiety and distress largely associated with 
change (DSM-IV-TR, 2000), it may be that uncertainty of living situations and changes 
in emotional support systems as a result, lead to elevations in anxiety and stress 
behaviours consistent with OCD. 
The results for the second hypothesis that factors such as neuroticism, 
psychoticism, personal substance abuse, personal criminal history, parental substance 
use, parental criminal history, parental mental health problems, lower level education, 
lower family income and breakdown of the family unit would be significant risk factors 
for psychopathology, suggest a number of risk factors are associated with 
psychopathology. These include neuroticism, criminal convictions, psychoticism, drug 
use, cigarette use, living in other accommodation, parent mental health problems, and 
parental drug use. The most common risk factor across all regression models was 
neuroticism, identified as a significant predictor in seven of the 13 APS subscale 
regressions. Of the risk factors identified, most were individual factors, with only three 
being external to the adolescent (parent mental health problems, parent drug use, and 
living in other accommodation). This suggests individual factors comprise the majority 
of risk for psychopathology in adolescence. Further research is necessary to confirm 
these findings in wider adolescent populations; however, while external factors are more 
difficult to address in interventions (i.e., parent mental health and drug use are difficult 
to change via the adolescent), individual factors can be targeted to help improve mental 
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health outcomes for these adolescents (e.g., education and support around drug use or 
targeting recidivism). 
The third hypothesis that a significant adult figure, higher level education, 
higher IQ, intrapersonal skills, interpersonal skills, adaptability, higher general mood, 
stress management skills, extraversion, higher family income, and a stable family unit 
will be protective factors against psychopathology was partially supported by the 
results. The results of the regression analyses identified several protective factors for 
psychopathology including stress management skills, higher general mood, higher 
FSIQ, intrapersonal skills, and adaptability. Stress management skills and higher 
general mood were the most common protective factors in all regression analyses. 
Stress management, a component of emotional intelligence (El), was found to be 
a significant protective factor in the MD, Substance Abuse, PTSD, and Schizophrenia 
regression models. Stress management skills are defined as the ability to work well 
under pressure and generally remain calm (BarOn & Parker, 2000). People who are high 
in this skill are rarely impulsive and respond to stressful events without emotional 
outbursts (BarOn & Parker, 2000). Previous research has found emotional intelligence 
(including managing emotions or stress management), is associated with behavioural or 
emotional disorders. Other studies report that El scores are negatively related to 
depression, anxiety, interpersonal problems, and impulse expression (Hemmati et al., 
2004). The results of the present study are consistent with this research indicating that 
increased stress management scores are associated with lower sores on MD, Substance 
Abuse, PTSD, and Schizophrenia scales. 
People who are high in the El component of general mood are optimistic, have a 
positive outlook, and are typically pleasant to be with (BarOn & Parker, 2000). BarOn 
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and Parker (2000) suggest the general mood scale reflects an individual's ability to 
function well emotionally and socially. Higher General Mood scores were found to be a 
significant protective factor in the regression models for MD, Panic Disorder, Mania, 
and GAD. Managing emotions and functioning well socially are both linked to better 
psychological functioning, less depression, less anxiety, and less interpersonal problems 
(Hemmati et al., 2004; Goleman, 1996; Hunt & Evans, 2004). Research has suggested 
people with a social network can cope better with stress and have better mental health 
(Aronson et al., 2005), which is consistent with the findings of the present study that 
higher general mood is a protective factor for anxiety and mood disorders. 
Higher levels of intellectual ability (FSIQ) was identified as a significant 
protective factor in the Dysthymia and Mood Disorders regression models, and 
approached significance in the OCD regression model (p. = .057). General mood 
contributed to the Dysthymia and Mood Disorders regression models by a factor of 0.84 
and 0.94 respectively. Dysthymia is characterised by a chronically depressed mood over 
a couple of years (DSM-IV-TR, 2000), which is indicative of emotional instability. 
Previous research has found that higher FSIQ is related to superior emotional stability 
and less behaviour problems (Strang, 1951), consistent with the present results that 
show higher FSIQ acts as a protective factor against mood disorders such as dysthymia. 
The likely mechanism for this relationship may relate to enhanced problem solving 
skills associated with higher intellectual ability; thus, the relationship between higher 
intellectual capacity and lower mood disturbance may reflect better problem solving and 
coping strategies. 
Intrapersonal skill was identified as a significant protective factor in the CD 
regression model. Intrapersonal skills are a component of El and are characterised by 
the ability to understand ones own emotions, express feelings, and communicate needs 
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(Bar-On & Parker, 2000). This relationship is consistent with the diagnostic criteria for 
CD which incorporates impairment to empathy and concern for others. Thus, the 
presence of enhanced intrapersonal skill would be contrary to the diagnostic criteria of 
CD. 
The final protective factor identified in the regression models was adaptability 
which was a significant predictor for ADHD. Adaptability is a component of El, and is 
characterised by flexibility, realism, and effective change and problem management 
skills (Bar-On & Parker, 2000). Bar-On & Parker (2000) suggest that individuals who 
are high in adaptability are good at finding positive ways of dealing with problems, and 
are flexible and realistic. By increasing adaptability skills, individuals are able to plan, 
set goals, select solutions, and anticipate negative outcomes, which would be difficult 
for an adolescent with impulse and attention difficulties associated with ADHD. 
An interesting finding from the regression models was the fact that interpersonal 
skills, hypothesised to be a protective factor was identified as a risk factor in four of the 
APS subscale regressions and one of the disorder cluster regressions. It was a 
significant risk factor in the Panic Disorder, OCD, GAD, Separation Anxiety and the 
Anxiety Disorders regressions. This appears to be counter-intuitive given that 
interpersonal skills are a component of El, which has consistently been found to 
contribute to a person's ability to cope. However, an explanation may be found in 
looking at the relationship between the components of El overall. A person who has 
higher levels of empathy and concern for others is also more likely to have a greater 
awareness of their own emotions, which may result in a tendency to over-report anxiety 
symptomatology in comparison to someone who does not have this awareness. Thus, 
there is an increased risk of anxiety with increased interpersonal skills. Of course, 
further research is necessary to find further evidence of this relationship, as it may be 
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expected that intrapersonal skills would also be a risk factor if this explanation is 
accurate, which they were not. 
Another factor that was found to be both a protective factor and a risk factor in 
the regression analyses was gender. Being male was found to be a risk factor in ADHD 
and Separation Anxiety, while it was a protective factor for a significant 
psychopathology regression (the role of gender in the overall psychopathology 
regression will be discussed later). Gender as a risk factor in ADHD and Separation 
Anxiety may reflect the gender imbalance between the groups and within the YJ group, 
with a greater proportion of males (93.8%) in this group. The YJ group scored 
significantly higher on the ADHD and Separation Anxiety subscales than the more 
gender balanced HS group; thus, the regression model would predict a relationship 
between ADHD and Separation Anxiety in a subset of males predominantly drawn from 
the YJ group. However, prevalence rate information that indicates ADHD is 9 times 
more common in males than females (DSM-IV, 1994), is consistent with the current 
findings. 
The variables that did not contribute significantly as protective factors in any of 
the regression models include: presence of a significant adult figure, higher level 
education, higher family income, and a stable family unit. Education level and family 
income also failed to reach significance as risk factors at the lower end of the spectrum, 
and therefore may not have reached significance as protective factors for similar 
reasons. Unstable living arrangements was a risk factor in the OCD regression model, 
while a stable living arrangement did not reach significance as a protective factor for 
any regressions. This may be due to the lack of specificity in the variable. Previous 
research has suggested stable living arrangements include neighbourhood influences, 
parenting styles, parent-child relationships, social supports and relative wealth, thereby 
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encompassing a more complex factor that the structure of the family unit (Fauber et al., 
1990; Kurdek & Sinclair, 1988; Repetti et al., 2002). 
It is interesting that having a significant adult figure did not act as a protective 
factor in the regression models, as previous research has indicated significant adult-
child relationships can be protective against mental health problems (Drauker, 2005; 
Werner, 1996). Previous research suggests adolescent-family relationships significantly 
influence the expression and course of mental illness (Draucker, 2005). However, 
relationships with other significant adult figures, such as teachers, counsellors, older 
siblings and mentors, have also been found to be beneficial (Bryant & Zimmerman, 
2003; Werner, 1996). It may be that the current research population did not have 
significant adult figures that they could rely on to make this a protective factor, or that 
further data is needed on the quality and type of relationships in order to determine 
more specifically the role they have in adolescent mental health. 
The results for the third hypothesis show that two variables were common 
protective factors: stress management and higher general mood. These two acted as 
protective factors in four of the 13 APS subscale regression models. The other 
protective factors included higher IQ, intrapersonal skills, adaptability, and gender. 
Interestingly, fewer factors were found to be protective compared with the number 
identified as risk factors. Also, the majority of protective factors were related to El (with 
the exception of interpersonal skills), suggesting that El may be a significant protective 
factor against adolescent psychopathology. 
Further evaluation of the coefficients of the risk and protective factors in the 
regression models indicates that the risk factors add a greater level risk than the level of 
protection afforded by the protective factors identified. For example, in the ADHD 
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regression model neuroticism and gender contribute a combined risk factor of 9.84 
compared to the protective factor of 0.92 provided by increased. This pattern of greater 
risk than protection is evident across the APS subscale regression models, with the 
exception of Mania that only has one protective factor as a predictor (stress 
management). 
It appears that the reduction of risk from protective factors is not as great as the 
increase in risk from risk factors. These results suggest risk factors may have a greater 
impact on mental health problems than protective factors. However, it may also suggest 
the protective factors investigated in this research are not those that have the greatest 
influence on psychopathology, and further investigation into other protective factors is 
therefore warranted. 
4.2 General Findings 
The results of the present study revealed other interesting findings regarding the 
risk and protective factors for the YJ and HS groups. A comparison of the background 
variables for the groups revealed a significantly higher rate of parent mental health 
problems, parent drug use, parent crime, drug use, alcohol use, cigarette use, and crime 
convictions amongst the YJ participants. There was also a higher rate of lower income 
levels and unstable living arrangements in the YJ group, and higher scores on the 
psychoticism scale. These results are consistent with previous studies identifying higher 
rates of substance use in detained adolescents (e.g., Abram et al., 2003). Family 
dynamics and the home environment have also been found to be less stable in detained 
adolescent populations (Dembo et al., 2000). Further, research has found that a high 
proportion of detained adolescents come from families with parents who have drug and 
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alcohol problems, mental health problems, and who have been involved in crimes 
(Dembo et al., 2000). 
Further comparisons of the background variables showed the YJ group also had 
significantly lower rates of a number of protective factors. These included lower rates of 
stable family structure, lower intellectual capacity, and lower stress management skills. 
These results are consistent with previous research that has found lower rates of stable 
families in detained adolescent populations (Dembo et al., 2000), and suggests that 
families that provide emotional and psychological support, exert social control, and 
have strong bonds between family members have lower rates of delinquency. Also, 
previous research has found people with an intellectual disability are over-represented 
in prison populations when compared with general population prevalence (Cockram, 
2005). 
The results that suggest the YJ group has higher levels of a number of risk 
factors and lower levels of a number of protective factors is in keeping with previous 
research. It appears that YJ adolescents generally have higher levels of risk factors in 
their lives, some of which are difficult to intervene in or change. In particular, it is 
difficult for an agency working with young people to change parental mental health 
problems, parent drug use, or parent criminal activity. However, it is not impossible to 
intervene in areas that are directly related to the adolescent, including in their drug and 
alcohol use, and criminal involvement. It may also be possible to improve some of the 
protective factors for these adolescents, such as stress management skills. 
Further regression analyses were also completed for a number of overall 
psychopathology variables, including two subscales of the APS (externalising and 
internalising factors) and an overall psychopathology variable that was created using 
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clinically significant scores on all the APS subscales included in the research. The 
externalising and internalising factors had a number of predictor variables associated 
with them, as did the overall psychopathology variable. The risk factors associated with 
externalising factor include criminal convictions and psychoticism, with drug use also 
approaching significance as a risk factor (p. = .059). The externalising factor is designed 
to reflect overt behavioural excesses and externalising problems, and includes the 
ADHD, CD, Adjustment Disorder, and Substance Abuse subscales. It is therefore 
logical that risk factors associated with these behavioural disorder subscales, are also 
risk factors in the externalising factor regression. The protective factors associated with 
the externalising factor include higher general mood and stress management. Stress 
management was also a protective factor in the Substance Abuse regression, which 
contributes to the externalising factor. Higher general mood scores were not a protective 
factor in any of the relevant subscale regression models. A higher general mood score is 
associated with optimism, pleasantness, and a positive outlook (Bar-On & Parker, 
2000). In comparison, externalising symptoms are associated with behavioural 
difficulties and problems with adjustment (Reynolds, 1998). Being optimistic and 
having a positive outlook would logically protect against adjustment and behavioural 
difficulties. This along with stress management skills may be important protective 
factors for externalising symptomatology. 
For the internalising factor, only two risk factors were identified in the 
regression model, interpersonal skills and neuroticism. Internalising factor represents an 
overall level of symptomatology across a wide range of internalising problems and is 
comprised of the Panic Disorder, OCD, GAD, Separation Anxiety, PTSD, MD, 
Dysthymia, Mania and Schizophrenia subscales. Interpersonal skills and Neuroticism 
were risk factors in the MD, Separation Anxiety, PTSD, Dysthymia, Schizophrenia, 
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Panic Disorder, OCD and GAD regressions, making their contributions to the 
internalising factor regression a logical progression. That interpersonal skills and 
neuroticism were the only risk factors in the regression model may suggest they are 
significant risk factors for disorders with internalising symptomatology. The protective 
factors associated with the internalising factor included stress management and 
extraversion. Stress management was a protective factor in the MD, PTSD, and 
schizophrenia regressions, while extraversion was not a predictor in any other 
regressions. That stress management was a predictor in three of the subscale regressions 
suggests that it is an important protective factor for disorders with internalising 
symptomatology. Stress management as a component of El, has been associated with 
less depression and anxiety symptoms, interpersonal problems, and impulse expression 
(Hemmati et al., 2004). 
Although extraversion was not a predictor in any of the other subscale 
regressions, its role as a protective factor for the internalising factor is consistent with 
previous research. Previous research has found extraversion is related to growth 
following traumatic experiences in adults (Moran & Shakespeare-Finch, 2003), and 
fewer behavioural problems in adolescents (Centre & Kemp, 2002). While there is less 
research looking at the role of extraversion in adolescent emotional disorders, the results 
of the present study suggest this is a possible link that should be further explored. 
The analyses in the present study reveal that a number of factors predict a 
clinically significant score on one or more APS scale. The risk factors included drug 
use, criminal convictions, and parental mental health problems, while the protective 
factors included stress management and gender. That gender (male) exerts a protective 
influence against a clinically significant APS scale score appears to be inconsistent with 
the finding that male gender was identified as a risk factor for ADHD and Separation 
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Anxiety scores. This contradictory fmding may reflect the nature of the overall 
psychopathology variable, which constitutes a wide range of psychological problems 
that may not combine well as an overall variable. 
Exploratory regression analyses were performed for two groups separately, 
revealing interesting results for both the YJ and HS groups. Only four of the predictor 
variables were entered into these regression equations, as these variables were 
significant predictors for two or more regression models in the overall population. The 
small size of the YJ group only allowed for exploratory analyses with this subset of risk 
and protective factors. Further research with a larger sample size would enable the 
inclusion of more risk and protective factors to compare the groups; however, the 
current results still highlighted differences between the groups. 
For example, in the YJ group, neuroticism was consistently identified as a 
significant risk factor for the regression models. Neuroticism was a risk factor in the 
ADHD, Adjustment Disorder, Separation Anxiety, PTSD, Schizophrenia, and 
Externalising Factor regression models. This result is consistent with the regression 
models for the whole sample, which indicate that neuroticism is a consistent risk factor 
for psychopathology. Criminal convictions were a risk factor in the CD regression 
model, but interestingly acted as a protective factor in the OCD, Schizophrenia, and 
Internalising Factor regression models. Criminal convictions only make a small 
contribution as a protective factor of 0.01 in the Schizophrenia regression, 0.02 in the 
Internalising Factor regression, and 0.12 in the OCD regression. This may be a result of 
the small subset of predictors used for these regressions, which results in variables that 
would normally be of less significance being identified as predictors. Further 
investigation with a larger sample is needed, to see whether it continues to be a 
protective factor for these disorders. 
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The protective factors for the YJ group were less prominent across the 
regression models. Stress management skill was a protective factor in the Externalising 
Factor regression model, and General Mood was a protective factor in the MD 
regression model. The fact that protective factors were only identified as significant 
predictors in two of the models suggests that the YJ group have fewer protective factors 
relative to risk factors. This is consistent with the results comparing the groups on 
background variables, which show the YJ group have less protective factors in general 
when compared with the HS group. 
There were two regression models for the YJ group that did not result in any 
meaningful predictors; these were Substance Abuse and Dysthymia. The Substance 
Abuse regression had no significant predictors, suggesting other risk factors are the 
main contributors in this disorder for adolescents in the criminal justice system. 
Criminal convictions was entered as a predictor but failed to reach significance for this 
group, which is counter to the finding for the whole sample where criminal convictions 
and parental drug use were identified as significant risk factors. For the Dysthymia 
regression, neuroticism was identified as a possible predictor but failed to reach 
significance. This is counter to the finding for the whole sample regression, although 
neuroticism only just reached significance in this model. 
In contrast to the YJ group, the analyses of the HS scale scores consistently 
identified stress management skills as a significant predictor. Stress management was a 
predictor in 12 of the regression models, with the exception of Panic Disorder, OCD, 
GAD, and Separation Anxiety. General Mood was also identified as a protective factor 
for the MD, Dysthymia, and Schizophrenia regression models. These results suggest the 
presence of a protective factor is the best predictor against psychopathology in the HS 
group, compared to the presence of a risk factor in the YJ group being predictive of 
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psychopathology. This may be due to the lower numbers of clinically significant scores 
in this group; however, it may also suggest that it is the presence of protective factors 
rather than the lack of risk factors that determines the expression of psychopathology. 
Neuroticism was the only risk factor identified as a predictor. It was a significant 
predictor in the Panic Disorder, GAD, Separation Anxiety, PTSD and Internalising 
Factor regression models. This is consistent with the results of the whole sample 
regressions and the YJ group regressions, which have consistently identified 
neuroticism as one of the main risk factors. As with the YJ group, criminal convictions 
were again identified as a protective factor in the HS group for the OCD regression 
model. In the whole sample OCD regression, criminal convictions was a protective 
factor but failed to reach significance, which may suggest it has the potential to act as 
protection from OCD symptomatology. 
4.3 The Bigger Picture 
Adolescent psychopathology is an area of research that must consider multiple 
level interactions between genetic and environmental, individual and familial, and 
societal factors. The genetic contribution to psychopathology cannot be discounted. 
Previous research has suggested approximately one third of the variance in depression 
and anxiety can be accounted for by genetic factors. For behavioural disorders such as 
Schizophrenia and ADHD, research has indicated a substantial genetic component 
(Rutter et al., 1999). 
The influence of the environment is another important component of the overall 
picture of adolescent mental health. Its influence can range from little to having a strong 
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influence (Eley, 1999; Jones & Owen, 2004). Previous research has indicated that 
environmental influences can account for around 59% of the variance in some disorders 
(Jones & Owen, 2004). As has been suggested by previous researchers, even if all the 
susceptibility genes for a given disorder are identified, unless the relevant 
environmental risks are also identified, it will be impossible to predict the expression of 
the disorder (Jones & Owen, 2004). This means both genetic and environmental 
influences are important in adolescent psychopathology. 
The current research adds another piece to the overall picture of adolescent 
psychopathology, which has multiple determinants and complexities. By investigating 
both environmental and genetically determined factors that have been found to 
contribute to adolescent mental health, a clearer understanding of the interaction of risk 
and protective factors to form an overall risk of psychopathology can be elucidated. The 
results suggest there are a subset of risk factors that increases the risk of 
psychopathology for adolescents (i.e., neuroticism, criminal convictions, psychoticism, 
parent drug use, parent mental health problems, drug use, cigarette use, interpersonal 
skills, and living in other accommodation), while a small number of protective factors 
decrease the risk of mental illness (i.e., stress management skills, higher general mood, 
higher intellectual capacity, intrapersonal skills, and adaptability). However, the results 
of the present study highlight an additional complexity to the picture; the combination 
of risk and protective factors may differ for different types of mental illness and the 
relative contribution of risk or protective factor in the development of psychopathology 
may differ according to the type of disorder and background of the child. 
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4.4 Practical Applications 
Early intervention in psychopathology has become increasingly an area of focus 
for recent research. In particular, research on early intervention in psychosis has 
demonstrated that the longer a psychotic episode goes untreated, the poorer the long-
term outcomes are for the individual (Larsen et al., 2001). Posttraumatic stress may also 
be significantly reduced with early intervention (O'Donnell et al., 2008). Research on 
the long-term outcomes for children with emotional, behavioural and attention problems 
has found effective early treatment can prevent psychiatric problems and other negative 
outcomes developing in adulthood (Sourander et al., 2007). Abram et al. (2009) found 
that three years after detention 20% of adolescents had markedly impaired functioning 
in mental health (e.g., drug addictions), suggesting the need for early intervention to 
prevent these negative outcomes from occurring. 
The present study provides evidence for risk and protective factors for 
psychopathology in adolescence, which could be used to implement early intervention 
strategies for high risk adolescents. It can also be used to identify adolescents who may 
be at higher risk of experiencing mental health problems, either due to a lack of 
protective factors or an increase in risk factors. The results may also be used to develop 
screening tools for adolescents in high risk groups, such as those entering a detention 
facility. These adolescents have an increased risk of experiencing mental health 
problems, and therefore screening them for risk and protective factors could possibly 
aid in any mental health interventions. For example, an adolescent who has entered a 
detention facility, who has parents with a history of mental health problems, uses drugs, 
has a history of crime convictions, and does not have good stress management skills, 
would be at higher risk of experiencing psychopathology. However, if they had higher 
stress management skills and their parents did not have a history of mental illness, the 
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risk would be lower. As a follow-up to this screening, it may be possible to introduce 
intervention strategies to increase an individual's protective factors. For example, 
providing El training, such as developing emotional awareness, introducing new coping 
strategies, and developing stress management skills, may help to increase mental well-
being in high risk groups. 
4.5 Limitations and Strengths 
There are a number of limitations with the current research that need to be 
considered; the first one is the sample size. The smaller sample size greatly limits the 
power of the research, resulting in only those variables that have a fairly large effect 
size being identified as significant. Thus variables with moderate effect sizes that may 
be clinically important predictors for psychopathology are left out due to the lack of 
power. It also means the results cannot be generalised beyond the current sample 
population; therefore creating the need for further research to be conducted with larger 
samples. 
The difference in sample sizes between the groups also limits the analyses that 
can be performed with the data. Larger group sample sizes would enable regression 
analyses to be performed for each group, which may highlight differences in predictor 
variables between the groups. This may reveal different specific risk and protective 
factors for the groups. The limited sample size also restricted the ability to investigate 
the impact of incarceration on the mental health of the YJ group, as follow-up was only 
possible with a very small subset of this group who were able to be contacted after the 
initial assessment. The impact of incarceration may have implications for the types of 
interventions used in these settings, as it would need to be taken into consideration. 
156 
Further research is needed to investigate the impact of incarceration in adolescent 
populations and perhaps further investigate the impact of differing lengths of stay and 
frequency of incarceration. Brown and Ireland (2006) found high levels of distress 
amongst newly incarcerated adolescents. These levels of distressed decreased over time, 
with changes in coping styles such as detachment and emotion coping, amongst the 
adolescents; however, it is not sufficient to say all adolescents are able to cope with 
incarceration without it impacting on their mental health long term. 
Another limitation of the research is the difference in procedures between the YJ 
and HS groups. The different methods used to derive FSIQ estimated and lack of data 
on abuse for the HS group limits the interpretation of the data. Steps were taken to 
overcome the differences in procedures. For example, the HS IQ scores were converted 
into scaled scores similar to the YJ IQ scores to enable the data to be analysed. Also, the 
researcher was present at all the HS group research completion sessions, to allow 
participants to ask any questions and assist any participants with low literacy skills, 
similar to what was available in the one on one session with the YJ participants. 
The main strength of the present study is a theoretically driven approach to 
variable selection. This approach has resulted in the identification of key social, 
personality, socioeconomic, cognitive, and emotional factors both within and external to 
an individual that influence risk for psychopathology. Further to this, the multivariate 
approach of this research controls for any confounding effects of correlated variables. 
In addition, the present study has attempted to examine the mediating influence 
of protective factors in reducing the risk for psychopathology. While the small sample 
size and resultant limitations to power inhibit the extent to which the interplay between 
risk and protective factors can be fully examined; sufficient statistical power remains to 
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identify those variables with large effect sizes that influence risk for psychopathology. 
Conducting exhaustive assessment of children in detention is a time consuming process 
fraught with difficulties relating to the criminal conviction system. The sample of 32 
adolescents from a criminal detention facility in Tasmania appears to be representative 
of those adolescents currently involved with the Department of Youth Justice in 
Australia. 
4.6 Future Research 
Further research is needed to extend the body of knowledge on the interaction 
between risk and protective factors for psychopathology in adolescence. While there is a 
substantial amount of research on individual risk and protective factors, there is a lack 
of research combining these factors to create a comprehensive picture of 
psychopathology in adolescence. In particular, a number of interesting results from the 
current research warrant further investigation, such as the risk and protective nature of 
gender, and the fact that interpersonal skills were identified as a risk factor rather than a 
protective factor in some disorders. 
It would also be useful to explore further those factors that were not identified as 
significant risk or protective factors; perhaps creating more comprehensive methods of 
investigating these (e.g., family income could be incorporated into an overall poverty 
variable that also looks at relative poverty, parenting style, perceived poverty, etc) 
would highlight their role in psychopathology. Also, extending the research to other 
groups of adolescents to highlight specific needs in these populations would be useful. 
It may be possible to identify specific risk and protective factors for other high risk 
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groups of adolescents, such as those from lower socio-economic areas and those already 
involved in the mental health system. 
By identifying factors that contribute to the risk of psychopathology for 
adolescents, particularly for groups of adolescents who are historically at higher risk of 
experiencing mental health problems (e.g., detained adolescents), early intervention 
strategies can be put in place to reduce the impact of mental illness on these young 
people. Further, by also identifying protective factors against developing 
psychopathology, more targeted intervention strategies can be produced that also take 
these into account. This would improve the quality of psychological interventions and 
may reduce the rate of psychopathology in at risk adolescent populations. 
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APPENDIX A 
Diagnostic criteria of mental disorders 
Psychological Disorders 
There are a range of psychological disorders that can occur in adolescence. Of the 
range of possible disorders that can occur in adolescence, the present study will investigate 13 
Clinical Disorders, as assessed by the Adolescent Psychopathology Scale. These include: 
Attention Deficit/Hyperactivity Disorder, Conduct Disorder, Separation Anxiety, Adjustment 
Disorder, Substance Abuse Disorder, Obsessive Compulsive Disorder, Generalised Anxiety 
Disorder, Panic Disorder Posttraumatic Stress Disorder, Major Depression, Dysthymia, Mania 
(or Bipolar Disorder), and Schizophrenia. These disorders were chosen based on previous 
research findings of high rates of these disorders in detained adolescent populations. A 
breakdown of the Diagnostic and Statistical Manual of Mental Disorders (4th edition, Text 
revision) (DSM-IV-TR, 2000) diagnostic criteria and essential features of these disorders are 
as follows: 
Attention Deficit/Hyperactivity Disorder (ADHD). 
ADHD is characterised by persistent inattention and/or hyperactive-impulsive 
behaviours that are displayed more frequently and are more severe than those appropriate to 
the developmental stage of the child (DSM-IV-TR, 2000). ADHD is considered to be an 
attention-deficit and disruptive behaviour disorder of childhood, as it generally manifests 
before age 7. Inattention can occur in academic, social, and/or occupational settings; with an 
inability to focus, messy and incomplete work, and frequent shifting from one task to another. 
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Hyperactivity may appear as constant fidgeting or squirming; an inability to participate in 
quiet activities; excessive running, jumping or climbing in inappropriate settings; as well as 
excessive talking and noise during quiet activities. Impulsivity may manifest as impatience; 
an inability to delay response or allow questions to be completed before blurting out the 
answer; being unable to wait one's turn; and, constant interruptions or intrusions on other 
people (DSM-IV-TR, 2000). 
Conduct Disorder (CD). 
Conduct Disorder is one of the more prevalent psychiatric disorders of adolescence, 
characterised by a wide range of behaviours that involve the violation of the rights of others 
or major age-appropriate social norms (Reynolds, 1998; DSM-IV-TR, 2000). The behaviours 
associated with CD fall into four categories: aggressive behaviour, causing or threatening 
physical harm to others (people and animals); non-aggressive behaviour resulting in damaged 
or lost property; deceit and/or theft; and, serious violations of rules (DSM-IV-TR, 2000). 
Separation Anxiety. 
Separation Anxiety is essentially an anxiety disorder that manifests during childhood 
and is characterised by excessive anxiety about being separated from home or from major 
attachment figures (Reynolds, 1998; DSM-IV-TR, 2000). Children who have separation 
anxiety can experience significant distress when separated from major attachment figures; 
feel miserable when away from home; become concerned about injury or illness for 
themselves or their attachment figures; have difficulty sleeping away from home; experience 
nightmares; and, have physical complaints such as headaches, nausea and stomachaches 
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(DSM-IV-TR, 2000). These anxieties can manifest in school refusal problems for some 
children (Reynolds, 1998). 
Adjustment Disorder. 
Adjustment disorder is characterised by an emotional or behavioural response to an 
identifiable stressor that is considered significant enough to cause severe impairment (DSM-
IV-TR, 2000). It can be characterised by depressed mood, anxiety, conduct disturbances, or a 
mixture of any of these. It is a relatively brief disorder, with symptomatology that can cross 
over into a variety of internalising and externalising disorders (i.e. ADHD, CD, substance 
abuse, major depression) (Reynolds, 1998). 
Substance Abuse Disorder. 
Substance Abuse Disorder has been found to be one of the most prevalent disorders 
amongst adolescents and is identified by maladaptive patterns of substance use that results in 
significant adverse consequences related to the constant recurrent use of the substance 
(Reynolds, 1998; DSM-IV-TR, 2000). The significant adverse consequences may be legal 
consequences of substance use, failure to fulfil obligations at home, work, or school, and 
persistent social and interpersonal problems as a result of using the substance. An individual 
with Substance Abuse Disorder may repeatedly demonstrate intoxication or other symptoms 
associated with use of the substance, repeated unexplained absences from work or school, and 
use of the substance in inappropriate or hazardous situations (DSM-IV-TR, 2000). The classes 
of substances included in Substance Abuse Disorder include: alcohol, amphetamines, 
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cannabis, cocaine, hallucinogens, inhalants, opioids, phenylcyclidine, and sedatives, 
hypnotics, and anxiolytics (Reynolds, 1998). 
Obsessive Compulsive Disorder (OCD). 
OCD features constant obsessions or compulsions that are time consuming and/or 
result in significant distress or impairment, and which the person recognises as being 
excessive or unreasonable. Obsessions are ideas, thoughts, impulses, or images that are 
persistent and are intrusive or inappropriate and cause anxiety or distress. Such obsessions 
commonly include repeated thoughts about germs or contamination, doubts, the need to have 
things in a particular order, aggressive impulses, and sexual imagery. Compulsions are 
repetitive behaviours or mental acts, often performed to reduce the anxiety caused by an 
obsession or to prevent a horrible situation from happening. Common compulsions include 
constant washing, checking, counting, ordering, repeat actions, and demanding assurances 
(DSM-IV-TR, 2000). 
Generalised Anxiety Disorder (GAD). 
Generalised Anxiety Disorder is characterised by excessive anxiety or worry about a 
number of events and activities that the individual finds difficult to control and can include 
physiological symptoms such as restlessness, fatigue, and muscle tension. In adolescents, 
GAD is the term now used for what was previously termed Overanxious Disorder of 
Childhood and must not be present with any other anxiety disorders (Reynolds, 1998; DSM-
IV-TR, 2000). 
Panic Disorder 
Panic Disorder is characterised by the presence of recurrent, unexpected Panic Attacks 
that are not due to any physiological causes or the effects of a substance (DSM-IV-TR, 2000). 
Panic Attacks can include palpitations, sweating, shaking, difficulty breathing, chills or hot 
flashes, and chest pain. These physical symptoms are generally accompanied by 
psychological symptoms including disorientation, and worry about death, disablement or 
something bad happening (Reynolds, 1998). 
Post Traumatic Stress Disorder (PTSD) 
Posttraumatic Stress Disorder is an anxiety disorder that develops following exposure 
to an extreme traumatic stressor, in which there is direct personal experience of threatened 
death or serious injury, or threat to one's physical integrity; witnessing the death, injury, or 
threat of physical harm to another person; or learning about unexpected violent death, serious 
harm, or threat of death or injury to a family member or close associate. The response to the 
stressor must involve intense fear, helplessness, or horror that results in persistent re-
experiencing of the event, avoidance of stimuli associated with the event, and symptoms of 
increased arousal (DSM-IV-TR, 2000). Some research has suggested adolescents are at greater 
risk of experiencing PTSD, as they are more frequently involved in assaults, rape and robbery 
compared with adults (Reynolds, 1998). 
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Major Depression. 
Major Depression is a mood disorder characterised by symptoms of either depressed 
mood or loss of interest or pleasure. It incorporates emotional aspects such as dysphoria; 
cognitive aspects such as worthlessness or guilt; vegetative symptoms such as excessive 
sleep, fatigue, and loss of energy; and somatic complaints such as headaches, and nausea 
(DSM-IV-TR, 2000; Reynolds, 1998). 
Dysthymia. 
Dysthymic Disorder is also a mood disorder, characterised by persistent and 
chronically depressed mood (DSM-IV-TR, 2000). It is a disorder that is often overlooked in 
adolescents, as it is viewed as part of the developmental course of teenagers (Reynolds, 
1998). It can be manifested in a dysphoric mood or irritability, plus cognitive symptoms such 
as poor self-concept or self-worth, and difficulty concentrating. It may also include somatic 
symptoms (Reynolds, 1998). 
Mania (Bipolar Disorder). 
Mania, as assessed by the Adolescent Psychopathology Scale (APS), is associated 
with Bipolar I Disorder in the DSM-IV (Reynolds, 1998). It assesses only those symptoms 
associated with manic episodes, which are characterised by persistently elevated or expansive 
mood, grandiosity or excessive self-esteem, need for minimal sleep, increased talkativeness or 
racing thoughts, easily distractible, increased motor activity, and excessive engagement in 
pleasurable activities (Reynolds, 1998; DSM-IV-TR, 2000). 
Schizophrenia. 
Schizophrenia is characterised by persistent symptoms of: delusions; hallucinations; 
disorganised speech; grossly disorganised or catatonic behaviour; and/or negative symptoms 
such as affective flattening, alogia or avolition (DSM-IV-TR, 2000). Schizophrenia can be 
manifest during adolescence or show subsyndromal symptoms in this time (Reynolds, 1998). 
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APPENDIX B 
YJ Semi-structured background interview/questionnaire 
1. Age . 	years 	months 
2. Gender: 
3. What is the highest grade you have 	a. Do either of your parents/carers or does 
completed in school? 	 your parent/carer have a paid job? 
a. What grade are you currently 
completing, if any? 	 Male 	 Female 
b. Do you enjoy school? 
c. Have you ever won any awards to do 
with your school work? 
d. Do you get along with your teacher/s? 
Yes 	 No 
4. Family Structure/Living arrangements: 
Yes 	 No 
Yes 	 No 
D 	Both biological parents 
0 	One biological parent and one step 
parent/partner 
O One biological parent 
O One step parent 
O Two foster parents 
0 	One foster parent 
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Li 	Adopted 	 b. Did they see or are they seeing anyone 
Li 	Homeless 	 for this problem? 
Li 	Living on own c. Did they take or are they taking anything 
Li 	Living with other family member/s 
for this problem? 
other than parents 
Li 	Other Describe - 
7. Have any of your brothers or sisters had 
or do they have a mental health problem? 
i. 	Parent/Carer (1) 	  
Job (1) 	  
Parent/Carer (2) 	  
iv. 	Job (2) 	  
b. How many biological brothers and 
sisters do you have? 
c. How many step brothers and sisters do 
you have? 
5. Do you have a close/good relationship 
with any adults in your life? 	 Yes 	 No (If no go to 6) 
a. What relationship are they to you? 
6. Have your parents/carers previously had 
or do they currently have a mental health 
problem? 	 Yes 	 No (If no go to 7) 
a. What type of problem? 
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b. How many drinks do they have when 
Yes 	 No 	 they drink? 
Yes 	 No 	 10. Have your parents/carers ever been 
convicted of a crime? 
a. What was the last crime they were 
Yes 	 No (If no go to 8) 	convicted of? 
b. Were they jailed for the crime? 
a. What type of problem? 
b. Did they see or are they seeing anyone 
for this problem? 	 Yes 	 No 
c. Did they take or are they taking anything 
for this problem? 	 Yes 	 No 
8. Have your parents/carers ever used 
illegal drugs or taken drugs other than for 
medical reasons? 	 Yes 	 No (If no go to 9) 
a. Do they currently use drugs? 	 Yes 	 No 
b. What type of drugs? 
c. How often did they/do they use it? 
9. Have your parents/carers ever used 
alcohol? 	 Yes 	 No (If no go to 10) 
a. How often do they drink alcohol? 
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i. When was the last time you used 
marijuana/cannabis? 
ii. How often do you use it? 
iii. How do you normally use it 
Yes 	 No (If no go to 11) 	 (e.g. smoke, eat, other)? 
b. Have you ever taken ecstasy or XTC 
(eccies, MDMA, X, bickies)? 
Yes 	 No (If no go to 11) 	 i. When was the last time you took 
c. How long were they in jail for? 	 ecstasy? 
d. Are they still in prison? 
Yes 	 No 
11. Have any of your siblings been 
convicted of a crime? 
a. What was the last crime they were 	 Yes 	 No (If no go to 12) 
convicted of? 
b. Were they jailed for the crime? 
c. How long was the sentence? 	 Yes 	 No (If no go to 12) 
d. Are they still in prison? 
Yes 	 No 
12. Have you ever used illegal drugs? 
a. Have you ever smoked or used 	 Yes 	 No (If no go to 13) 
marijuana/cannabis (grass, hash, dope, 
weed, mull, yamdi, ganga, pot, a bong, a 
joint)? 
Yes 	 No (If no go to b) 
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e. Have you ever used hallucinogens (LSD, 
acid, trips, magic mushrooms, datura, 
angel's trumpet)? 
i. When was the last time you took 
hallucinogens? 
ii. How often do you use 
Yes 	 No (If no go to c) 	 hallucinogens? 
iii. What form of hallucinogen do 
you usually take? 
ii. How often do you use ecstasy? 
iii. How do you normally take it 
(e.g. snort, smoke, inject, orally)? 
c. Have you ever taken cocaine? 
i. When was the last time you used 	Yes 	 No (If no go to d) 
cocaine? 
ii. How often do you use cocaine? 
iii. How do you normally use it (e.g 
snort, smoke, inject)? 
d. Have you ever used heroin (smack, 
horse, skag, hammer, H)? 
i. When was the last time you used? 	Yes 	 No (If no go to e) 
ii. How often do you take heroin? 
iii. How do you normally take 
heroin (e.g. smoke, snort, inject)? 
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b. Have you ever taken sleeping tablets, 
tranquillisers or sedatives, such as Valium, 
Yes 	 No (If no go to 13) 	Serepax, or Rohypnol (rohies, barbs) other 
than for medical reasons? 
i. When was the last time you took 
them? 
ii. How often do you take them? 
c. Have you ever taken steroids (muscle, 
0 	Tablets 	 roids or gear) without a doctor's 
CI 	Paper tabs 	 prescription? 
1:1 	Liquids 
CI 	Magic Mushrooms 
0 	Datura/Angel's Trumpet 
CI 	Other 	  
13. Have you ever used other drugs other 
than for medical reasons? 
a. Have you ever taken pain 
killers/analgesics such as disprin, Panadol 
or aspro? 
i. When was the last time you took 
pain killers? 
ii. How much did you take? 
iii. Was it for a medical reason? 
iv. Do you regularly take pain 
killers? 
Yes 	 No (If no go to 14) 
Yes 	 No (If no go to b) 
Yes 	 No 
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e. Have you ever used amphetamines 
(speed, uppers, MDA, goey, dex, dexies, 
dexamphetamine, ox blood, 
Yes 	 No (If no go to c) 	methamphetamine, ice) other than for 
medical reasons? 
i. When was the last time you used 
amphetamines? 
ii. How often do you take them? 
iii. How do you normally take it 
Yes 	 No (If no go to d) 	 (e.g. inject, snort, orally)? 
i. When was the last time you took 
them? 
ii. How often do you use them? 
iii. How do you normally take them 
(e.g. orally, inject)? 
d. Have you ever deliberately sniffed 
(inhaled) from spray cans or sniffed things 
like paint, glue, petrol, or thinners to get 
high? 
i. When was the last time you 	 Yes 	 No (If no go to e) 
sniffed something? 
ii. What do you usually sniff? 
iii. How often do you sniff it? 
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Yes 	 No (If no go to 14) 
15. Have you ever smoked normal 
cigarettes? 
a. At the moment, do you consider 
yourself: 
14. Have you ever had an alcoholic drink? 	Yes 	 No (If no go to 15) 
a. When was the last time you had an 
alcoholic drink? 
b. How many days per week do you drink 
alcohol? 
c. How many drinks do you usually have 
when you drink? 
d. What type of alcoholic drink do you 
usually have? 	 0 	Ordinary Beer 
O Low alcohol Beer 
• Wine 
• Wine Cooler 
O Champagne or Sparkling Wine 
O Alcoholic Apple Cider 
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• Alcoholic Sodas 	 b. What was the last crime you were 
• Premixed spirits 	 convicted of? 
• Spirits 	 c. What was the sentence you were given 
• Liqueurs 	
for that crime? 
• Other 	  
(NOTE: confirm mandatory reporting) 
17. Have you ever been physically abused? 
Yes 	 No (If no go to 16) 	a. What relationship to you was the person 
who abused you? 
b. Where you ever hospitalised/taken to the 
• Heavy Smoker 
• Light Smoker 	 doctor for injuries from the abuse? 
Occasional Smoker 	 c. At what age did it start? 
• Non Smoker 
Ex Smoker 
b. How many cigarettes did you/do you 
have per day? 
c. When was the last time you had a 
cigarette? 
d. What brand of cigarette do you usually 
smoke? 
e. Do they come from packets of:  20's 	25's 	30's 	35's 40's 	50's 
16. Have you ever been convicted of a 
crime? 
a. How many crimes have you been 
convicted of? 
Yes 	 No (If no go to 17) 
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Yes 	 No (If no go to 18) 
Yes 	 No 
d. Does it still happen? 
e. Has it ever been reported? 
	 Yes 	 No 
Yes 	 No 
18. Have you ever been sexually abused? 
a. What relationship to you was the person 
who abused you? 
b. How often did the abuse happen? 
c. At what age did it start? 
d. Does it still happen? 
e. Has it ever been reported? 
Yes 	 No (If no end) 
Yes 	 No 
Yes 	 No 
APPENDIX C 
HS Semi-structured background questionnaire 
1. Age: 	years 	months 
2. Gender: 	 a. What is the main source of income in 
3. What is the highest grade you have 	your household? 
completed in school? 
a. What grade are you currently 	 Male 	 Female 
completing, if any? 
b. Do you enjoy school? 
c. Have you ever won any awards to do 
with your school work? 
d. Do you get along with your teacher/s? 	Yes 	 No 
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4. Please indicate what your current living 
arrangements are: 
Yes 	 No 
Yes 	 No 
O Both biological parents 
O One biological parent and one step 
parent/partner 
O One biological parent 
O One step parent 
O Two foster parents 
O One foster parent 
O Adopted 
O Homeless 
O Living on own 
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CI 	Living with other family member/s 	c. Did they take or are they taking anything 
other than parents 	 for this problem? 
LI 	Other Describe: 	 
b. Does anyone in the household have a 
paid job? 
If yes, what type of job/s do the two main 
earners have? 
c. How many biological brothers and 
sisters do you have? 
d. How many step brothers and sisters do 
you have? 
5. Do you have a close/good relationship 
with any adults in your life? 
a. If yes, what relationship are they to you? 
Yes 	 No 
Job (1) 	  
Job (2) 	  
Yes 	 No (If no go to 6) 
6. To the best of your knowledge, have 
your parents previously had or do they 
currently have a mental health problem? 
a. If yes, what type of problem? 
b. Did they see or are they seeing anyone 
for this problem? 
Yes 	 No (If no go to 7) 
Yes 	 No 
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b. How many drinks do they have when 
Yes 	 No 	 they drink? 
10. Have your parents/carers ever been 
convicted of a crime? 
7. To the best of your knowledge, have any 
of your biological brothers or sisters had or 
do they have a mental health problem? 
a. If yes, what type of problem? 	 Yes 	 No (If no go to 8) 
b. Did they see or are they seeing anyone 
for this problem? 
c. Did they take or are they taking anything 	Yes 	 No 
for this problem? 
Yes 	 No 
8. Have your parents/carers ever used 
illegal drugs or taken drugs other than for 
medical reasons? 
a. If yes, do they currently use drugs? 
b. What type of drugs have/do they use? 
c. How often did they/do they use it? 
Yes 
Yes 
No (If no go to 9) 
No 
   
9. Have your parents/carers ever used 
alcohol? 
a. If yes, how often do they drink alcohol? 	Yes 	 No (If no go to 10) 
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i. If yes, when was the last time you 
used marijuana/cannabis? 
ii. How often do you use it? 
iii. How do you normally use it 
Yes 	 No (If no go to 11) 	 (e.g. smoke, eat, other)? 
a. If yes, what was the last crime they were 
convicted of? 
b. Were they jailed for the crime? 	 Yes 	 No (If no go to 11) 
c. How long were they in jail for? 
d. Are they still in prison? 	 Yes 	 No 
11. Have any of your biological brothers or 
sisters been convicted of a crime? 	 Yes 	 No (If no go to 12) 
a. If yes, what was the last crime they were 
convicted of? 
b. Were they jailed for the crime? 	 Yes 	 No (If no go to 12) 
c. How long was the sentence? 
d. Are they still in prison? 	 Yes 	 No 
12. Have you ever used illegal drugs? 	Yes 	 No (If no go to 13) 
a. Have you ever smoked or used 
marijuana/cannabis (grass, hash, dope, 
weed, mull, yarndi, ganga, pot, a bong, a 
joint)? 	 Yes 	 No (If no go to 12b) 
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e. Have you ever used hallucinogens (LSD, 
acid, trips, magic mushrooms, datura, 
angel's trumpet)? 
i. When was the last time you took 
hallucinogens? 
b. Have you ever taken ecstasy or XTC 
(eccies, MDMA, X, bickies)? 	 Yes 	 No (If no go to 12c) 
i. When was the last time you took 
ecstasy? 
ii. How often do you use ecstasy? 
iii. How do you normally take it 
(e.g. snort, smoke, inject, orally)? 
c. Have you ever taken cocaine? 	 Yes 	 No (If no go to d) 
i. When was the last time you used 
cocaine? 
ii. How often do you use cocaine? 
iii. How do you normally use it (e.g 
snort, smoke, inject)? 
d. Have you ever used heroin (smack, 
horse, skag, hammer, H)? 	 Yes 	 No (If no go to 12e) 
i. When was the last time you used? 
ii. How often do you take heroin? 
iii. How do you normally take 
heroin (e.g. smoke, snort, inject)? 
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b. Have you ever taken sleeping tablets, 
tranquillisers or sedatives, such as Valium, 
Yes 	 No (If no go to 13) 	Serepax, or Rohypnol (rohies, barbs) other 
than for medical reasons? 
i. When was the last time you took 
them? 
ii. How often do you use 
hallucinogens? 
iii. What form of hallucinogen do 
you usually take? 
   
CI 	Tablets 
O Paper tabs 
CI 	Liquids 
O Magic Mushrooms 
• Datura/Anger s Trumpet 
O Other 	 
  
   
13. Have you ever used other drugs, other 
than for medical reasons? 
a. Have you ever taken pain 
killers/analgesics such as disprin, Panadol 
or aspro? 
i. When was the last time you took 
pain killers? 
ii. How much did you take? 
iii. Was it for a medical reason? 
iv. Do you regularly take pain 
killers? 
Yes 	 No (If no go to 14) 
Yes 	 No (If no go to 13b) 
Yes 	 No 
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dexamphetamine, ox blood, 
methamphetamine, ice) other than for 
medical reasons? 
Yes 	 No (If no go to 13c) 	 i. When was the last time you used 
amphetamines? 
ii. How often do you take them? 
ii. How often do you take them? 
c. Have you ever taken steroids (muscle, 
roids or gear) without a doctor's 
prescription? 	 Yes 	 No (If no go to 13d) 
i. When was the last time you took 
them? 
ii. How often do you use them? 
iii. How do you normally take them 
(e.g. orally, inject)? 
d. Have you ever deliberately sniffed 
(inhaled) from spray cans or sniffed things 
like paint, glue, petrol, or thinners to get 
high? 	 Yes 	 No (If no go to e) 
i. When was the last time you 
sniffed something? 
ii. What do you usually sniff? 
iii. How often do you sniff it? 
e. Have you ever used amphetamines 
(speed, uppers, MDA, goey, dex, dexies, 
Yes 	 No (If no go to 14) 
iii. How do you normally take it 
(e.g. inject, snort, orally)? 
14. Have you ever had an alcoholic drink? 
a. When was the last time you had an 
alcoholic drink? 
b. How many days per week do you drink 
alcohol? 
c. How many drinks do you usually have 
when you drink? 
d. What type of alcoholic drink do you 
usually have (tick all that apply)? 
IJ 	Wine 
• Wine Cooler 
• Champagne or Sparkling Wine 
• Alcoholic Apple Cider 
• Alcoholic Sodas 
• Premixed spirits 
▪ Spirits 
• Liqueurs 
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15. Have you ever smoked normal 
cigarettes? 
a. At the moment, do you consider 
yourself: 
Yes 	 No (If no go to 15) 
IJ 	Ordinary Beer 
• Low alcohol Beer 
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U 	Other 	  
Yes 	 No (If no go to 16) 
0 	Heavy Smoker 	 O 	Light Smoker 
O Occasional Smoker 
O Non Smoker 
O Ex Smoker 
b. How many cigarettes did you/do you 
have per day? 
c. When was the last time you had a 
cigarette? 
d. What brand of cigarette do you usually 
smoke? 
e. Do they come from packets of:  
20's 	25's 	30's 	35's 	40's 	50's 
16. Have you ever been convicted of a 
crime? 
a. How many crimes have you been 
convicted of? 
b. What was the last crime you were 
convicted of? 
c. What was the sentence you were given 
for that crime? 
Yes 	 No (If no go to 17) 
APPENDIX D 
Detained adolescents' Parent/Guardian Info Sheet 1 
Title of Study: Risk and protective factors of psychopathology amongst at-risk 
adolescents 
Chief Researcher : Dr Mathew Summers, School of Psychology, University of 
Tasmania 
Student Researcher: Elysia Cunningham, School of Psychology, University of 
Tasmania 
What is this study about? 
We are conducting a study that will identify the factors that best predict the risk of a 
young person developing a psychological problem (such as depression). Such 
research is very important as not much research has looked at the combined risk and 
protective factors of adolescent mental health problems in Tasmania, so that help can 
be provided before they develop serious psychological problems. The results of this 
research will be used to help organisations who work with young persons identify 
those at high risk of developing a psychological problem. These children can then be 
offered special programs to prevent them from developing a psychological problem. 
What happens in this study? 
Your child will be tested on two occasions, the second testing session occurring 3 
months after the first. Testing will take 2 hours on the first occasion and 1 hour on the 
second occasion, rest breaks will be provided if required. In taking part in this study 
your child will be asked to fill in four questionnaires: 
a multiple choice questionnaire which assesses whether or not they are 
suffering from a psychological problem (such as depression), to be 
repeated 3 months later. 
Three other questionnaires to assess: intelligence; emotional intelligence; 
and personality type 
Your child will also be asked to take part in an interview and will be asked about the 
following, but it is not compulsory to answer: 
• their drug use and the drug use of family members; 
• their history of criminal offences and the criminal history of family 
members; 
• their education, and the occupations of their parents/guardians; 
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• family structure and presence of a significant adult figure 
• psychological problems in family members 
• physical or sexual abuse (please note, if a child reports abuse we must 
(mandatory reporting law) report this to the Department of Health and 
Human Services) 
Confidentiality 
We are required to inform a child's guardian/case manager if that child reports they 
plan to harm themself or others, so as to prevent this from happening. All other 
information given to us by your child will remain confidential — which means this 
information cannot be provided to any other person without written permission from 
both you and your child. 
To protect your child's identity, all information will be coded with a number to ensure 
it cannot be matched to your child, voice recordings of interviews will be transcribed 
to remove any identifying information. All information will be kept in a locked 
cabinet in the School of Psychology and will be kept for at least 5 years before being 
destroyed by shredding. 
Withdrawing from the study 
Your child's involvement in this study is voluntary: 
• they can withdraw, or be withdrawn by yourself 
• withdrawing from the study can occur at any stage without consequence, 
and with no effect on any services your child is receiving. 
• You or your child can also request that any information regarding your child 
be removed and excluded from any results. 
Accessing results 
To access the results of your child's tests both you and your child will be required to 
provide written consent. If you wish to arrange to find out your child's results you can 
do so by contacting Elysia Cunningham 6324 3617. 
The overall results of this study will be made available on the Cognitive 
Neuropsychology laboratory page on the School of Psychology website 
(http://fcms.its.utas.edu.au/scieng/psychol/Research.asp)  at the University of 
Tasmania at the conclusion of the project. 
Further questions 
If you have any other questions regarding this study please contact Elysia 
Cunningham on 6324 3617. If you wish to see the questionnaires please contact 
Elysia Cunningham 6324 3617. 
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Other information  
Approval for this study has been obtained from the Human Research Ethics 
Committee (Tasmania) Network. If you have any general questions about this 
research please contact the Chief Investigator, Dr Mathew Summers on 6324 3266. If 
you have any questions of an ethical nature you can contact the Executive Officer of 
the Human Research Ethics Committee on (03) 6226 2763. 
You will be provided with a copy of this information sheet and any consent forms for 
your own records. 
Dr Mathew Summers 	 Elysia Cunningham 
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APPENDIX E 
Detained adolescents' Parent/Guardian Consent Form 
Risk and protective factors of psychopathology amongst at-risk adolescents 
1. I have read and understood the Information Sheet provided for this study. 
2. I give permission, that if my child/children have completed the Adolescent 
Psychopathology Scale with a psychologist, the results of this test will be 
provided to the researchers. 
3. I understand that the study involves my child/children participating in the 
following procedures: 
a. Completing a mental health questionnaire (where one has not been 
completed with the psychologist or the results of this are not available), an 
intelligence questionnaire, an emotional intelligence questionnaire and a 
personality questionnaire 
b. Participating in a recorded interview that will involve answering 
questions about their family, drug use, criminal activity, abuse, and 
education 
c. Completing the mental health questionnaire again in 3 months time 
4. I understand that there is a risk that my child/children will experience feelings of 
embarrassment, discomfort, and/or distress from some questions. 
5. I understand that if my child reports being abused or neglected or states that they 
have abused or neglected another person who was under the age of 18 years, the 
investigator must report this to an appropriate authority (Department of Health 
and Human Services), according to mandatory reporting laws. 
6. I understand that if my child/children reports an intention to harm themselves or 
another person this will be reported to me and/or their case manager for further 
action. 
7. I understand that all other information collected will not be released to any other 
person without written consent of myself and my child, and that any information 
that may be used to identify my child will be deleted to ensure anonymity of my 
child and their family. 
8. I understand that all research data will be securely stored at the School of 
Psychology, University of Tasmania for a period of 5 years, after which time it 
will be destroyed. 
9. I understand that the recorded interview will be transcribed into a written record 
with all identifying information removed and that the recording of my child's 
voice will then be permanently deleted. 
10. Any questions I have asked have been answered to my satisfaction. 
11. I agree that research data from the study can be published provided my 
child/children cannot be identified as participant/s. 
12. I agree to allow my child/children to participate in this study and understand that I 
can withdraw my consent or have my child's data withdrawn at any time without 
any consequence to myself or my child/children. 
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13. I understand that I can be told of the questionnaire results of my child, but that in 
order to obtain these results both myself and my child must consent to this, and I 
am aware that the results will be released to both myself and my child. 
Parent's/Guardian's Name 	  
Parent's/Guardian's Signature 	  
Name of Child for who you are guardian 	  
Date 	  
14. I have explained the study and implications of participation to this parent/guardian 
and I believe that the consent is informed and that they understand the 
implications of their child/children participating. 
Investigator's Name 	  
Investigator's Signature 	  
Date 	  
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APPENDIX F 
Detained adolescents' Parent/Guardian Info Sheet 2 
Title of Study: Risk and protective factors of psychopathology amongst at-risk 
adolescents 
Chief Researcher : Dr Mathew Summers, School of Psychology, University of 
Tasmania 
Student Researcher: Elysia Cunningham, School of Psychology, University of 
Tasmania 
What is this study about? 
We are conducting a study that will identify the factors that best predict the risk of a 
young person developing a psychological problem (such as depression). Such 
research is very important as not much research has looked at the combined risk and 
protective factors of adolescent mental health problems in Tasmania, so that help can 
be provided before they develop serious psychological problems. The results of this 
research will be used to help organisations who work with young persons identify 
those at high risk of developing a psychological problem. These children can then be 
offered special programs to prevent them from developing a psychological problem. 
What happens in this study? 
Your child will be tested on two occasions, the second testing session occurring 3 
months after the first. Testing will take 2 hours on the first occasion and 1 hour on the 
second occasion, rest breaks will be provided if required. In taking part in this study 
your child will be asked to fill in four questionnaires: 
• a multiple choice questionnaire which assesses whether or not they are 
suffering from a psychological problem (such as depression), to be 
repeated 3 months later. 
• Three other questionnaires to assess: intelligence; emotional intelligence; 
and personality type 
Your child will also be asked to take part in an interview and will be asked about the 
following, but it is not compulsory to answer: 
• their drug use and the drug use of family members; 
• their history of criminal offences and the criminal history of family 
members; 
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• their education, and the occupations of their parents/guardians; 
• family structure and presence of a significant adult figure 
• psychological problems in family members 
• physical or sexual abuse (please note, if a child reports abuse we must 
(mandatory reporting law) report this to the Department of Health and 
Human Services) 
Withdrawing from the study 
Your child's involvement in this study is voluntary. If you do not want your child to 
participate in this study, please return the Refusal Slip in the reply paid envelope 
provided. Alternately, you can contact Elysia Cunningham on 6324 3191 to withdraw 
your consent. If you do not contact either the researchers or AYDC your consent will 
be taken as given. 
Your child will be asked for their consent to participate in this study. If they do not 
wish to participate, they will have the opportunity to refuse. Withdrawing from the 
study can occur at any stage without consequence, and with no effect on any services 
your child is receiving. 
Confidentiality 
We are required to inform a child's guardian/case manager if that child reports they 
plan to harm themself or others, so as to prevent this from happening. All other 
information given to us by your child will remain confidential — which means this 
information cannot be provided to any other person without written permission from 
both you and your child. 
To protect your child's identity, all information will be coded with a number to ensure 
it cannot be matched to your child, voice recordings of interviews will be transcribed 
to remove any identifying information. All information will be kept in a locked 
cabinet in the School of Psychology and will be kept for at least 5 years before being 
destroyed by shredding. 
Accessing results 
To access the results of your child's tests both you and your child will be required to 
provide written consent. If you wish to arrange to find out your child's results you can 
do so by contacting Elysia Cunningham 6324 3191. 
The overall results of this study will be made available on the Cognitive 
Neuropsychology laboratory page on the School of Psychology website 
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(http://fcms.its.utas.edu.au/sciengipsychol/Research.asp)  at the University of 
Tasmania at the conclusion of the project. 
Further questions 
If you have any other questions regarding this study please contact Elysia 
Cunningham on 6324 3191. If you wish to see the questionnaires please contact 
Elysia Cunningham 6324 3191. 
Other information  
Approval for this study has been obtained from the Human Research Ethics 
Committee (Tasmania) Network. If you have any general questions about this 
research please contact the Chief Investigator, Dr Mathew Summers on 6324 3266. If 
you have any questions of an ethical nature you can contact the Executive Officer of 
the Human Research Ethics Committee on (03) 6226 2763. 
This information sheet is for your own records. 
Dr Mathew Summers 	 Elysia Cunningham 
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APPENDIX G 
Detained adolescents' Parent/Guardian Withdrawal Slip 
IF YOU DECIDE YOU DO NOT WANT YOUR CHILD TO PARTICIPATE PLEASE 
EITHER RING THE RESEARCHER OR RETURN THIS FORM IN THE REPLY PAID 
ENVELOPE 
I DO NOT wish my child (name) 	 to 
participate in the University of Tasmania study on risk and protective factors of 
psychopathology amongst at-risk adolescents 
Parent's name: 	  
Parent's signature: 	 Date: 	  
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APPENDIX H 
Community Youth Justice Parent/Guardian Info Sheet 
Title of Study: Risk and protective factors of psychopathology amongst at-risk 
adolescents 
Chief Researcher: Dr Mathew Summers, School of Psychology, University of 
Tasmania 
Student Researcher: Elysia Cunningham, School of Psychology, University of 
Tasmania 
What is this study about? 
We are conducting a study that will identify the factors that best predict the risk of a 
young person developing a psychological problem (such as depression). Such 
research is very important as not much research has looked at the combined risk and 
protective factors of adolescent mental health problems in Tasmania, so that help can 
be provided before they develop serious psychological problems. The results of this 
research will be used to help organisations who work with young persons identify 
those at high risk of developing a psychological problem. These children can then be 
offered special programs to prevent them from developing a psychological problem. 
What happens in this study? 
Your child will be tested on two occasions, the second testing session occurring 3 
months after the first. Testing will take 2 hours on the first occasion and 1 hour on the 
second occasion, rest breaks will be provided if required. In taking part in this study 
your child will be asked to fill in four questionnaires: 
a multiple choice questionnaire which assesses whether or not they are 
suffering from a psychological problem (such as depression), to be 
repeated 3 months later. 
Three other questionnaires to assess: intelligence; emotional intelligence; 
and personality type 
Your child will also be asked to take part in an interview about the following but it is 
not compulsory to answer: 
• their drug use and the drug use of family members; 
• their history of criminal offences and the criminal history of family 
members; 
• their education, and the occupations of their parents/guardians; 
• family structure and presence of a significant adult figure 
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• psychological problems in family members 
• physical or sexual abuse (please note, if a child reports abuse we must 
(mandatory reporting law) report this to the Department of Health and 
Human Services) 
Confidentiality 
We are required to inform a child's guardian/case manager if that child reports they 
plan to harm themself or others, so as to prevent this from happening. All other 
information given to us by your child will remain confidential — which means this 
information cannot be provided to any other person without written permission from 
both you and your child. 
To protect your child's identity, all information will be coded with a number to ensure 
it cannot be matched to your child, voice recordings of interviews will be transcribed 
to remove any identifying information. All information will be kept in a locked 
cabinet in the School of Psychology and will be kept for at least 5 years before being 
destroyed by shredding. 
Withdrawing from the study 
Your child's involvement in this study is voluntary: 
• they can withdraw, or be withdrawn by yourself 
• withdrawing from the study can occur at any stage without consequence, 
and with no effect on any services your child is receiving. 
• You or your child can also request that any information regarding your child 
be removed and excluded from any results. 
Accessing results 
To access the results of your child's tests both you and your child will be required to 
provide written consent. If you wish to arrange to find out your child's results you can 
do so by contacting Elysia Cunningham 6324 3617. 
The overall results of this study will be made available on the Cognitive 
Neuropsychology laboratory page on the School of Psychology website 
(http://fcms.its.utas.edu.au/scieng/psychoUResearch.asp)  at the University of 
Tasmania at the conclusion of the project. 
Further questions 
If you have any other questions regarding this study please contact Elysia 
Cunningham on 6324 3617. If you wish to see the questionnaires please contact 
Elysia Cunningham 6324 3617. 
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Other information  
Approval for this study has been obtained from the Human Research Ethics 
Committee (Tasmania) Network. If you have any general questions about this 
research please contact the Chief Investigator, Dr Mathew Summers on 6324 3266. If 
you have any questions of an ethical nature you can contact the Executive Officer of 
the Human Research Ethics Committee on (03) 6226 2763. 
You will be provided with a copy of this information sheet and any consent forms for 
your own records. 
Dr Mathew Summers 	 Elysia Cunningham 
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APPENDIX I 
Community Youth Justice Parent/Guardian Consent Form 
Risk and protective factors of psychopathology amongst at-risk adolescents 
15. I have read and understood the Information Sheet provided for this study. 
16. I understand that the study involves my child/children participating in the 
following procedures: 
d. Completing a mental health questionnaire, an intelligence questionnaire, 
an emotional intelligence questionnaire and a personality questionnaire 
e. Participating in a recorded interview that will involve answering 
questions about their family, drug use, criminal activity, abuse, and 
education 
f. Completing the mental health questionnaire again in 3 months time 
17. I understand that there is a risk that my child/children will experience feelings of 
embarrassment, discomfort, and/or distress from some questions. 
18. I understand that if my child reports being abused or neglected or states that they 
have abused or neglected another person who was under the age of 18 years, the 
investigator must report this to an appropriate authority (Department of Health 
and Human Services), according to mandatory reporting laws. 
19. I understand that if my child/children report an intention to harm themselves or 
another person this will be reported to me and/or their case manager for further 
action. 
20. I understand that all other information collected will not be released to any other 
person without written consent of myself and my child, and that any information 
that may be used to identify my child will be deleted to ensure anonymity of my 
child and their family. 
21. I understand that all research data will be securely stored at the School of 
Psychology, University of Tasmania for a period of 5 years, after which time it 
will be destroyed. 
22. I understand that the recorded interview will be transcribed into a written record 
with all identifying information removed and that the recording of my child's 
voice will then be permanently deleted. 
23. Any questions I have asked have been answered to my satisfaction. 
24. I agree that research data from the study can be published provided my 
child/children cannot be identified as participant/s. 
25. I agree to allow my child/children to participate in this study and understand that I 
can withdraw my consent or have my child's data withdrawn at any time without 
any consequence to myself or my child/children. 
26. I understand that I can be told of the questionnaire results of my child, but that in 
order to obtain these results both myself and my child must consent to this, and I 
am aware that the results will be released to both myself and my child. 
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Parent's/Guardian's Name 	  
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Parent's/Guardian's Signature 	  
Name of Child for who you are guardian 
Contact Phone Number 	  
Contact Address 
Date 	  
27. I have explained the study and implications of participation to this parent/guardian 
and I believe that the consent is informed and that they understand the 
implications of their child/children participating. 
Investigator's Name 	  
Investigator's Signature 	  
Date 	  
APPENDIX J 
HS Parent/Guardian Info Sheet 
Title of Study: Risk and protective factors of psychopathology amongst at-risk 
adolescents 
Chief Researcher: Dr Mathew Summers, School of Psychology, University of 
Tasmania 
Student Researcher: Elysia Cunningham, School of Psychology, University of 
Tasmania 
What is this study about? 
We are conducting a study that will identify the factors that best predict the risk of a 
young person developing a psychological problem (such as depression). Such 
research is very important as not much research has looked at the combined risk and 
protective factors of adolescent mental health problems in Tasmania, so that help can 
be provided before they develop serious psychological problems. The results of this 
research will be used to help organisations who work with young persons identify 
those at high risk of developing a psychological problem. These children can then be 
offered special programs to help prevent them from developing a serious 
psychological problem. 
What happens in this study? 
The study will be taking place at your child's school on DATE at TIME.  Your child 
will be asked to fill in five questionnaires: 
• a multiple choice questionnaire which assesses whether or not they are 
suffering from a psychological problem (such as depression). 
• Three other questionnaires to assess: intelligence; emotional intelligence; 
and personality type 
• A questionnaire asking about the following: 
o their drug use and the drug use of family members; 
o their history of criminal offences and the criminal history of 
family members; 
o their education, and the occupations of their parents/guardians; 
o family structure and presence of a significant adult figure 
o psychological problems in family members 
It is not compulsory for your child to answer all of the questions. It is possible that 
some of these questions may make your child feel uncomfortable or embarrassed. The 
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researcher or a staff member of the school will be available to talk to your child 
should this happen or if your child wishes to discuss anything further. 
If you DO NOT want your child to participate in this research, please contact the 
school office on PHONE NUMBER  or return the Refusal Slip to your child's teacher. 
Consent for your child's participation will be taken as granted if you do not contact 
the school to indicate otherwise. 
Confidentiality 
There will be no record of your child's name on any of the information they complete. 
All information will be kept in a locked cabinet in the School of Psychology and will 
be kept for at least 5 years before being destroyed by shredding. 
Withdrawing from the study 
Your child's involvement in this study is voluntary. They can withdraw at any stage 
without consequence. 
Accessing results 
The overall results of this study will be made available on the Cognitive 
Neuropsychology laboratory page on the School of Psychology website 
(http://fcms.its.utas.edu.au/scieng/psychol/Research.asp)  at the University of 
Tasmania at the conclusion of the project. 
Further questions 
If you have any other questions regarding this study please contact Elysia 
Cunningham on 6324 3617. If you wish to see the questionnaires please contact 
Elysia Cunningham 6324 3617. 
Other information  
Approval for this study has been obtained from the Human Research Ethics 
Committee (Tasmania) Network. If you have any general questions about this 
research please contact the Chief Investigator, Dr Mathew Summers on 6324 3266. If 
you have any questions of an ethical nature you can contact the Executive Officer of 
the Human Research Ethics Committee on (03) 6226 7479 or email 
human.ethics@utas.edu.au . 
This information sheet is for your own records. 
Dr Mathew Summers 	 Elysia Cunningham 
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APPENDIX K 
HS Parent/Guardian Withdrawal Slip 
IF YOU DECIDE YOU DO NOT WANT YOUR CHILD TO COMPLETE THE 
QUESTIONNAIRE PLEASE EITHER RING THE SCHOOL OR RETURN THIS FORM 
TO THE SCHOOL 
I DO NOT wish my child (name) 	 to 
participate in the University of Tasmania study on risk and protective factors of 
psychopathology amongst at-risk adolescents 
Parent's name: 	  
Parent's signature: 	 Date: 	  
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APPENDIX L 
Descriptive Data SPSS output 
Descriptive Data 
Descriptives"'c ' d 
Participant group Statistic Std. Error 
Age AYDC Mean 15.8771 .26933 
95% Confidence Interval 
for Mean 
Lower Bound 15.3199 
Upper Bound 16.4342 
5% Trimmed Mean 15.8810 
Median 15.9500 
Variance 1.741 
Std. Deviation 1.31942 
Minimum 13.40 
Maximum 18.40 
Range 5.00 
Interquartile Range 1.46 
Skewness -.292 .472 
Kurtosis -.448 .918 
HS Mean 14.7375 .14834 
95% Confidence Interval 
for Mean 
Lower Bound 14.4411 
Upper Bound 15.0339 
5% Trimmed Mean 14.7168 
Median 14.4000 
Variance 1.408 
Std. Deviation 1.18673 
Minimum 12.60 
Maximum 17.40 
Range 4.80 
Interquartile Range 2.07 
Skewness .386 .299 
Kurtosis -.940 .590 
Categorical Age variable AYDC Mean 15.88 .284 
95% Confidence Interval Lower Bound 15.29 
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for Mean Upper Bound 16.46 
5% Trimmed Mean 15.91 
Median 16.00 
Variance 1.940 
Std. Deviation 1.393 
Minimum 13 
Maximum 18 
Range 5 
Interquartile Range 2 
Skewness -.390 .472 
Kurtosis -.830 .918 
HS Mean 14.77 .154 
95% Confidence Interval 
for Mean 
Lower Bound 14.46 
Upper Bound 15.07 
5% Trimmed Mean 14.74 
Median 14.00 
Variance 1.516 
Std. Deviation 1.231 
Minimum 13 
Maximum 17 
Range 4 
Interquartile Range 2 
Skewness .412 .299 
Kurtosis -.934 .590 
Highest grade completed AYDC Mean 8.29 .259 
at school 95% Confidence Interval 
for Mean 
Lower Bound 7.76 
Upper Bound 8.83 
5% Trimmed Mean 8.32 
Median 8.50 
Variance 1.607 
Std. Deviation 1.268 
Minimum 6 
Maximum 10 
Range 4 
Interquartile Range 2 
Skewness -.464 .472 
Kurtosis -.653 .918 
HS Mean 7.52 .148 
95% Confidence Interval 
for Mean 
Lower Bound 7.22 
Upper Bound 7.81 
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5% Trimmed Mean 7.47 
Median 7.00 
Variance 1.397 
Std. Deviation 1.182 
Minimum 6 
Maximum 10 
Range 4 
lnterquartile Range 2 
Skewness .378 .299 
Kurtosis -.879 .590 
Family income bracket AYDC Mean 4.63 .261 
95% Confidence Interval 
for Mean 
Lower Bound 4.08 
Upper Bound 5.17 
5% Trimmed Mean 4.69 
Median 5.00 
Variance 1.636 
Std. Deviation 1.279 
Minimum 2 
Maximum 6 
Range 4 
lnterquartile Range 2 
Skewness -.576 .472 
Kurtosis -.509 .918 
HS Mean 5.61 .117 
95% Confidence Interval 
for Mean 
Lower Bound 5.38 
Upper Bound 5.84 
5% Trimmed Mean 5.76 
Median 6.00 
Variance .877 
Std. Deviation .936 
Minimum 2 
Maximum 6 
Range 4 
Interquartile Range 0 
Skewness -2.604 .299 
Kurtosis 6.417 .590 
Number of criminal AYDC Mean 20.04 7.875 
convictions 95% Confidence Interval 
for Mean 
Lower Bound 3.75 
Upper Bound 36.33 
5% Trimmed Mean 13.34 
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Median 
Variance 
Std. Deviation 
Minimum 
6.00 
1488.303 
38.579 
o 
Maximum 180 
Range 180 
lnterquartile Range 20 
Skewness 3.430 .472 
Kurtosis 13.449 .918 
APS Internalising factor AYDC Mean 53.67 2.199 
95% Confidence Interval 
for Mean 
Lower Bound 49.12 
Upper Bound 58.22 
5% Trimmed Mean 53.54 
Median 52.00 
Variance 116.058 
Std. Deviation 10.773 
Minimum 37 
Maximum 73 
Range 36 
Interquartile Range 19 
Skewness .182 .472 
Kurtosis -1.056 .918 
HS Mean 51.52 1.599 
95% Confidence Interval 
for Mean 
Lower Bound 48.32 
Upper Bound 54.71 
5% Trimmed Mean 50.48 
Median 48.00 
Variance 163.555 
Std. Deviation 12.789 
Minimum 37 
Maximum 85 
Range 48 
Interquartile Range 16 
Skewness 1.196 .299 
Kurtosis .747 .590 
APS Externalising factor AYDC Mean 70.38 2.320 
95% Confidence Interval 
for Mean 
Lower Bound 65.58 
Upper Bound 75.17 
5% Trimmed Mean 70.56 
Median 71.00 
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Variance 129.201 
Std. Deviation 11.367 
Minimum 51 
Maximum 87 
Range 36 
Interquartile Range 20 
Skewness -.295 .472 
Kurtosis -1.245 .918 
HS Mean 51.05 1.455 
95% Confidence Interval 
for Mean 
Lower Bound 48.14 
Upper Bound 53.95 
5% Trimmed Mean 50.24 
Median 49.00 
Variance 135.537 
Std. Deviation 11.642 
Minimum 34 
Maximum 83 
Range 49 
Interquartile Range 13 
Skewness 1.134 .299 
Kurtosis .922 .590 
AYDC Mean 58.96 2.067 
95% Confidence Interval 
for Mean 
Lower Bound 54.68 
Upper Bound 63.23 
5% Trimmed Mean 59.15 
Median 61.00 
Variance 102.563 
Std. Deviation 10.127 
Minimum 38 
Maximum 76 
Range 38 
lnterquartile Range 15 
Skewness -.216 .472 
Kurtosis -.555 .918 
HS Mean 50.42 1.351 
95% Confidence Interval 
for Mean 
Lower Bound 47.72 
Upper Bound 53.12 
5% Trimmed Mean 49.92 
Median 48.00 
Variance 116.883 
APS ADHD scale 
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Std. Deviation 
Minimum 
Maximum 
Range 
Interquartile Range 
10.811 
33 
79 
46 
15 
Skewness .681 .299 
Kurtosis .147 .590 
APS Conduct Disorder AYDC Mean 77.63 2.136 
scale 95% Confidence Interval 
for Mean 
Lower Bound 73.21 
Upper Bound 82.04 
5% Trimmed Mean 78.11 
Median 80.50 
Variance 109.549 
Std. Deviation 10.467 
Minimum 55 
Maximum 91 
Range 36 
Interquartile Range 16 
Skewness -.913 .472 
Kurtosis -.205 .918 
HS Mean 50.83 1.344 
95% Confidence Interval 
for Mean 
Lower Bound 48.14 
Upper Bound 53.51 
5% Trimmed Mean 49.78 
Median 49.00 
Variance 115.605 
Std. Deviation 10.752 
Minimum 40 
Maximum 82 
Range 42 
lnterquartile Range 11 
Skewness 1.346 .299 
Kurtosis 1.328 .590 
APS Adjustment disorder AYDC Mean 64.38 2.049 
scale 95% Confidence Interval 
for Mean 
Lower Bound 60.14 
Upper Bound 68.61 
5% Trimmed Mean 64.90 
Median 68.00 
Variance 100.766 
Std. Deviation 10.038 
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Minimum 
Maximum 
Range 
lnterquartile Range 
43 
76 
33 
16 
Skewness -.752 .472 
Kurtosis -.541 .918 
HS Mean 51.31 1.510 
95% Confidence Interval 
for Mean 
Lower Bound 48.29 
Upper Bound 54.33 
5% Trimmed Mean 50.57 
Median 51.00 
Variance 145.964 
Std. Deviation 12.082 
Minimum 35 
Maximum 86 
Range 51 
Interquartile Range 19 
Skewness .831 .299 
Kurtosis .094 .590 
APS Major Depression AYDC Mean 52.83 2.165 
scale 95% Confidence Interval 
for Mean 
Lower Bound 48.35 
Upper Bound 57.31 
5% Trimmed Mean 52.37 
Median 51.50 
Variance 112.493 
Std. Deviation 10.606 
Minimum 38 
Maximum 77 
Range 39 
Interquartile Range 15 
Skewness .517 .472 
Kurtosis -.229 .918 
HS Mean 51.22 1.549 
95% Confidence Interval 
for Mean 
Lower Bound 48.12 
Upper Bound 54.31 
5% Trimmed Mean 50.17 
Median 46.00 
Variance 153.634 
Std. Deviation 12.395 
Minimum 38 
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Maximum 
Range 
Interquartile Range 
Skewness 
Kurtosis 
85 
47 
16 
1.173 
.577 
.299 
.590 
APS Substance Abuse AYDC Mean 73.88 4.303 
scale 95% Confidence Interval 
for Mean 
Lower Bound 64.97 
Upper Bound 82.78 
5% Trimmed Mean 72.99 
Median 71.00 
Variance 444.462 
Std. Deviation 21.082 
Minimum 45 
Maximum 122 
Range 77 
Interquartile Range 34 
Skewness .403 .472 
Kurtosis -.533 .918 
HS Mean 50.83 1.198 
95% Confidence Interval 
for Mean 
Lower Bound 48.43 
Upper Bound 53.22 
5% Trimmed Mean 49.39 
Median 46.50 
Variance 91.827 
Std. Deviation 9.583 
Minimum 45 
Maximum 91 
Range 46 
lnterquartile Range 9 
Skewness 2.419 .299 
Kurtosis 6.407 .590 
APS Panic disorder scale AYDC Mean 52.13 1.849 
95% Confidence Interval 
for Mean 
Lower Bound 48.30 
Upper Bound 55.95 
5% Trimmed Mean 51.71 
Median 51.00 
Variance 82.027 
Std. Deviation 9.057 
Minimum 42 
Maximum 70 
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Range 
Interquartile Range 
Skewness 
Kurtosis 
28 
17 
.597 
-.825 
.472 
.918 
HS Mean 51.11 1.366 
95% Confidence Interval 
for Mean 
Lower Bound 48.38 
Upper Bound 53.84 
5% Trimmed Mean 49.90 
Median 48.00 
Variance 119.337 
Std. Deviation 10.924 
Minimum 42 
Maximum 83 
Range 41 
Interquartile Range 13 
Skewness 1.518 .299 
Kurtosis 1.802 .590 
APS Obsessive 	AYDC Mean 54.83 2.894 
Compulsive Disorder scale 95% Confidence Interval 
for Mean 
Lower Bound 48.85 
Upper Bound 60.82 
5% Trimmed Mean 53.85 
Median 50.00 
Variance 201.014 
Std. Deviation 14.178 
Minimum 40 
Maximum 88 
Range 48 
Interquartile Range 20 
Skewness 1.004 .472 
Kurtosis .092 .918 
HS Mean 51.75 1.391 
95% Confidence Interval 
for Mean 
Lower Bound 48.97 
Upper Bound 54.53 
5% Trimmed Mean 50.81 
Median 52.00 
Variance 123.873 
Std. Deviation 11.130 
Minimum 40 
Maximum 88 
Range 48 
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lnterquartile Range 
Skewness 
Kurtosis 
20 
.902 
.757 
.299 
.590 
APS Generalised Anxiety AYDC Mean 51.46 2.087 
Disorder scale 95% Confidence Interval 
for Mean 
Lower Bound 47.14 
Upper Bound 55.78 
5% Trimmed Mean 51.56 
Median 51.50 
Variance 104.520 
Std. Deviation 10.223 
Minimum 35 
Maximum 66 
Range 31 
Interquartile Range 20 
Skewness -.121 .472 
Kurtosis -1.480 .918 
HS Mean 51.36 1.433 
95% Confidence Interval 
for Mean 
Lower Bound 48.50 
Upper Bound 54.22 
5% Trimmed Mean 50.68 
Median 50.00 
Variance 131.472 
Std. Deviation 11.466 
Minimum 37 
Maximum 79 
Range 42 
lnterquartile Range 15 
Skewness .845 .299 
Kurtosis .094 .590 
APS Separation Anxiety AYDC Mean 58.96 3.496 
disorder scale 95% Confidence Interval 
for Mean 
Lower Bound 51.73 
Upper Bound 66.19 
5% Trimmed Mean 57.78 
Median 49.00 
Variance 293.259 
Std. Deviation 17.125 
Minimum 41 
Maximum 100 
Range 59 
lnterquartile Range 26 
Skewness .884 .472 
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Kurtosis -.212 .918 
HS Mean 50.81 1.242 
95% Confidence Interval 
for Mean 
Lower Bound 48.33 
Upper Bound 53.29 
5% Trimmed Mean 49.83 
Median 49.00 
Variance 98.726 
Std. Deviation 9.936 
Minimum 41 
Maximum 85 
Range 44 
Interquartile Range 17 
Skewness 1.261 .299 
Kurtosis 1.560 .590 
APS Post-Traumatic AYDC Mean 56.04 2.325 
Stress Disorder scale 95% Confidence Interval 
for Mean 
Lower Bound 51.23 
Upper Bound 60.85 
5% Trimmed Mean 56.00 
Median 59.00 
Variance 129.694 
Std. Deviation 11.388 
Minimum 38 
Maximum 75 
Range 37 
Interquartile Range 20 
Skewness -.166 .472 
Kurtosis -1.281 .918 
HS Mean 51.89 1.589 
95% Confidence Interval 
for Mean 
Lower Bound 48.72 
Upper Bound 55.07 
5% Trimmed Mean 51.30 
Median 48.50 
Variance 161.591 
Std. Deviation 12.712 
Minimum 36 
Maximum 82 
Range 46 
lnterquartile Range 20 
Skewness .610 .299 
Kurtosis -.728 .590 
APS Dysthymic Disorder AYDC Mean 53.50 1.710 
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scale 95% Confidence Interval 
for Mean 
Lower Bound 49.96 
Upper Bound 57.04 
5% Trimmed Mean 53.54 
Median 53.00 
Variance 70.174 
Std. Deviation 8.377 
Minimum 39 
Maximum 67 
Range 28 
Interquartile Range 12 
Skewness -.132 .472 
Kurtosis -.945 .918 
HS Mean 51.59 1.606 
95% Confidence Interval 
for Mean 
Lower Bound 48.39 
Upper Bound 54.80 
5% Trimmed Mean 50.67 
Median 48.00 
Variance 165.007 
Std. Deviation 12.846 
Minimum 36 
Maximum 86 
Range 50 
Interquartile Range 16 
Skewness 1.006 .299 
Kurtosis .436 .590 
APS Manic symptoms AYDC Mean 54.08 2.447 
scale 95% Confidence Interval 
for Mean 
Lower Bound 49.02 
Upper Bound 59.15 
5% Trimmed Mean 54.19 
Median 57.50 
Variance 143.732 
Std. Deviation 11.989 
Minimum 34 
Maximum 72 
Range 38 
Interquartile Range 21 
Skewness -.104 .472 
Kurtosis -1.229 .918 
HS Mean 49.86 1.375 
95% Confidence Interval Lower Bound 47.11 
233 
for Mean Upper Bound 52.61 
5% Trimmed Mean 49.08 
Median 50.00 
Variance 120.916 
Std. Deviation 10.996 
Minimum 34 
Maximum 90 
Range 56 
Interguartile Range 13 
Skewness 1.134 .299 
Kurtosis 2.027 .590 
APS Schizophrenia AYDC Mean 54.58 2.297 
symptoms scale 95% Confidence Interval 
for Mean 
Lower Bound 49.83 
Upper Bound 59.33 
5% Trimmed Mean 54.27 
Median 53.50 
Variance 126.601 
Std. Deviation 11.252 
Minimum 41 
Maximum 74 
Range 33 
Interguartile Range 19 
Skewness .370 .472 
Kurtosis -1.232 .918 
HS Mean 50.59 1.328 
95% Confidence Interval 
for Mean 
Lower Bound 47.94 
Upper Bound 53.25 
5% Trimmed Mean 49.40 
Median 46.00 
Variance 112.785 
Std. Deviation 10.620 
Minimum 41 
Maximum 83 
Range 42 
Interguartile Range 11 
Skewness 1.694 .299 
Kurtosis 2.281 .590 
WISC-III / SPM Estimated AYDC Mean 82.92 2.310 
FSIQ 95% Confidence Interval 
for Mean 
Lower Bound 78.14 
Upper Bound 87.70 
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5% Trimmed Mean 82.39 
Median 83.00 
Variance 128.080 
Std. Deviation 11.317 
Minimum 63 
Maximum 115 
Range 52 
lnterquartile Range 13 
Skewness .666 .472 
Kurtosis 1.647 .918 
HS Mean 103.48 1.743 
95% Confidence Interval 
for Mean 
Lower Bound 100.00 
Upper Bound 106.97 
5% Trimmed Mean 103.98 
Median 106.00 
Variance 194.476 
Std. Deviation 13.945 
Minimum 67 
Maximum 132 
Range 65 
Interquartile Range 17 
Skewness -.574 .299 
Kurtosis .095 .590 
BaRON EQi:YV Total AYDC Mean 88.38 3.229 
score (EQ) 95% Confidence Interval 
for Mean 
Lower Bound 81.70 
Upper Bound 95.05 
5% Trimmed Mean 87.65 
Median 86.00 
Variance 250.158 
Std. Deviation 15.816 
Minimum 65 
Maximum 128 
Range 63 
lnterquartile Range 25 
Skewness .527 .472 
Kurtosis .011 .918 
HS Mean 96.34 1.996 
95% Confidence Interval 
for Mean 
Lower Bound 92.36 
Upper Bound 100.33 
5% Trimmed Mean 96.38 
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Median 96.00 
Variance 254.959 
Std. Deviation 15.967 
Minimum 65 
Maximum 130 
Range 65 
Interquartile Range 22 
Skewness -.002 .299 
Kurtosis -.653 .590 
BaRON EQi:YV AYDC Mean 87.00 2.819 
Interpersonal 95% Confidence Interval 
for Mean 
Lower Bound 81.17 
Upper Bound 92.83 
5% Trimmed Mean 87.28 
Median 91.00 
Variance 190.696 
Std. Deviation 13.809 
Minimum 65 
Maximum 104 
Range 39 
Interquartile Range , 25 
Skewness -.412 .472 
Kurtosis -1.240 .918 
HS Mean 93.39 1.960 
95% Confidence Interval 
for Mean 
Lower Bound 89.47 
Upper Bound 97.31 
5% Trimmed Mean 93.54 
Median 94.00 
Variance 245.861 
Std. Deviation 15.680 
Minimum 65 
Maximum 123 
Range 58 
lnterquartile Range 26 
Skewness -.097 .299 
Kurtosis -.995 .590 
BaRON EQi:YV AYDC Mean 96.92 3.451 
Intrapersonal 95% Confidence Interval 
for Mean 
Lower Bound 89.78 
Upper Bound 104.06 
5% Trimmed Mean 96.93 
Median 100.50 
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Variance 285.906 
Std. Deviation 16.909 
Minimum 67 
Maximum 128 
Range 61 
Interquartile Range 20 
Skewness -.349 .472 
Kurtosis -.566 .918 
HS Mean 97.02 1.760 
95% Confidence Interval 
for Mean 
Lower Bound 93.50 
Upper Bound 100.53 
5% Trimmed Mean 97.23 
Median 96.00 
Variance 198.143 
Std. Deviation 14.076 
Minimum 65 
Maximum 130 
Range 65 
lnterquartile Range 19 
Skewness -.270 .299 
Kurtosis -.293 .590 
BaRON EQi:YV Stress AYDC Mean 87.21 3.700 
management 95% Confidence Interval 
for Mean 
Lower Bound 79.55 
Upper Bound 94.86 
5% Trimmed Mean 86.21 
Median 86.00 
Variance 328.520 
Std. Deviation 18.125 
Minimum 65 
Maximum 129 
Range 64 
lnterquartile Range 33 
Skewness .546 .472 
Kurtosis -.368 .918 
HS Mean 98.22 2.119 
95% Confidence Interval 
for Mean 
Lower Bound 93.98 
Upper Bound 102.45 
5% Trimmed Mean 98.44 
Median 98.50 
Variance 287.443 
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Std. Deviation 
Minimum 
Maximum 
Range 
Interquartile Range 
16.954 
65 
128 
63 
25 
Skewness -.318 .299 
Kurtosis -.443 .590 
BaRON EQi:YV AYDC Mean 93.58 3.149 
Adaptability 95% Confidence Interval 
for Mean 
Lower Bound 87.07 
Upper Bound 100.10 
5% Trimmed Mean 93.28 
Median 93.00 
Variance 237.993 
Std. Deviation 15.427 
Minimum 65 
Maximum 129 
Range 64 
Interquartile Range 23 
Skewness .231 .472 
Kurtosis -.230 .918 
HS Mean 97.42 2.031 
95% Confidence Interval 
for Mean 
Lower Bound 93.36 
Upper Bound 101.48 
5% Trimmed Mean 97.41 
Median 96.00 
Variance 264.089 
Std. Deviation 16.251 
Minimum 65 
Maximum 130 
Range 65 
Interquartile Range 24 
Skewness .102 .299 
Kurtosis -.588 .590 
BaRON EQi:YV General AYDC Mean 89.75 3.153 
Mood 95% Confidence Interval 
for Mean 
Lower Bound 83.23 
Upper Bound 96.27 
5% Trimmed Mean 89.67 
Median 90.00 
Variance 238.630 
Std. Deviation 15.448 
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Minimum 
Maximum 
Range 
Interquartile Range 
65 
117 
52 
22 
Skewness -.187 .472 
Kurtosis -.786 .918 
HS Mean 93.58 2.108 
95% Confidence Interval 
for Mean 
Lower Bound 89.37 
Upper Bound 97.79 
5% Trimmed Mean 93.65 
Median 95.00 
Variance 284.280 
Std. Deviation 16.861 
Minimum 65 
Maximum 122 
Range 57 
Interquartile Range 28 
Skewness -.285 .299 
Kurtosis -.896 .590 
BaRON EQi:YV AYDC Mean 4.42 .510 
Inconsistency Index 95% Confidence Interval 
for Mean 
Lower Bound 3.36 
Upper Bound 5.47 
5% Trimmed Mean 4.31 
Median 4.00 
Variance 6.254 
Std. Deviation 2.501 
Minimum o 
Maximum 11 
Range 11 
Interquartile Range 3 
Skewness .535 .472 
Kurtosis .745 .918 
HS Mean 3.97 .295 
95% Confidence Interval 
for Mean 
Lower Bound 3.38 
Upper Bound 4.56 
5% Trimmed Mean 3.88 
Median 4.00 
Variance 5.586 
Std. Deviation 2.364 
Minimum 0 
239 
Maximum 
Range 
lnterquartile Range 
Skewness 
Kurtosis 
11 
11 
3 
.664 
.093 
.299 
.590 
JEPQ-RS Extraversion AYDC Mean 9.25 .508 
95% Confidence Interval 
for Mean 
Lower Bound 8.20 
Upper Bound 10.30 
5% Trimmed Mean 9.44 
Median 10.00 
Variance 6.196 
Std. Deviation 2.489 
Minimum 3 
Maximum 12 
Range 9 
lnterquartile Range 3 
Skewness -1.234 .472 
Kurtosis .960 .918 
HS Mean 8.13 .378 
95% Confidence Interval 
for Mean 
Lower Bound 7.37 
Upper Bound 8.88 
5% Trimmed Mean 8.28 
Median 9.00 
Variance 9.127 
Std. Deviation 3.021 
Minimum o 
Maximum 12 
Range 12 
Interquartile Range 5 
Skewness -.623 .299 
Kurtosis -.394 .590 
JEPQ-RS Neuroticism AYDC Mean 6.17 .724 
95% Confidence Interval 
for Mean 
Lower Bound 4.67 
Upper Bound 7.66 
5% Trimmed Mean 6.23 
Median 7.00 
Variance 12.580 
Std. Deviation 3.547 
Minimum o 
Maximum 11 
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Range 
Interquartile Range 
Skewness 
Kurtosis 
11 
7 
-.296 
-1.240 
.472 
.918 
HS Mean 5.73 .482 
95% Confidence Interval 
for Mean 
Lower Bound 4.77 
Upper Bound 6.70 
5% Trimmed Mean 5.70 
Median 5.50 
Variance 14.897 
Std. Deviation 3.860 
Minimum 0 
Maximum 12 
Range 12 
lnterquartile Range 8 
Skewness .118 .299 
Kurtosis -1.352 .590 
JEPQ-RS Psychoticism AYDC Mean 4.21 .507 
95% Confidence Interval 
for Mean 
Lower Bound 3.16 
Upper Bound 5.26 
5% Trimmed Mean 4.23 
Median 4.50 
Variance 6.172 
Std. Deviation 2.484 
Minimum 0 
Maximum 8 
Range 8 
Interquartile Range 5 
Skewness -.074 .472 
Kurtosis -1.470 .918 
HS Mean 2.59 .279 
95% Confidence Interval 
for Mean 
Lower Bound 2.04 
Upper Bound 3.15 
5% Trimmed Mean 2.44 
Median 2.00 
Variance 4.975 
Std. Deviation 2.231 
Minimum 0 
Maximum 8 
Range 
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Interquartile Range 
Skewness 
Kurtosis 
3 
.869 
-.045 
.299 
.590 
JEPQ-RS Lie Scale AYDC Mean 3.04 .343 
95% Confidence Interval 
for Mean 
Lower Bound 2.33 
Upper Bound 3.75 
5% Trimmed Mean 3.04 
Median 3.00 
Variance 2.824 
Std. Deviation 1.681 
Minimum 0 
Maximum 6 
Range 6 
Interquartile Range 2 
Skewness .109 .472 
Kurtosis -.869 .918 
HS Mean 4.31 .297 
95% Confidence Interval 
for Mean 
Lower Bound 3.72 
Upper Bound 4.91 
5% Trimmed Mean 4.26 
Median 4.00 
Variance 5.647 
Std. Deviation 2.376 
Minimum o 
Maximum 10 
Range 10 
Interquartile Range 4 
Skewness .223 .299 
Kurtosis -.279 .590 
Gender AYDC Mean 1.04 .042 
95% Confidence Interval 
for Mean 
Lower Bound .96 
Upper Bound 1.13 
5% Trimmed Mean 1.00 
Median 1.00 
Variance .042 
Std. Deviation .204 
Minimum 1 
Maximum 2 
Range 1 
Interquartile Range 0 
Skewness 4.899 .472 
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Kurtosis 24.000 .918 
HS Mean 1.56 .063 
95% Confidence Interval 
for Mean 
Lower Bound 1.44 
Upper Bound 1.69 
5% Trimmed Mean 1.57 
Median 2.00 
Variance .250 
Std. Deviation .500 
Minimum 1 
Maximum 2 
Range 1 
lnterquartile Range 1 
Skewness -.258 .299 
Kurtosis -1.997 .590 
Enjoyment of school AYDC Mean 1.46 .104 
95% Confidence Interval 
for Mean 
Lower Bound 1.24 
Upper Bound 1.67 
5% Trimmed Mean 1.45 
Median 1.00 
Variance .259 
Std. Deviation .509 
Minimum 1 
Maximum 2 
Range 1 
lnterquartile Range 1 
Skewness .179 .472 
Kurtosis -2.156 .918 
HS Mean 1.27 .056 
95% Confidence Interval 
for Mean 
Lower Bound 1.15 
Upper Bound 1.38 
5% Trimmed Mean 1.24 
Median 1.00 
Variance .198 
Std. Deviation .445 
Minimum 1 
Maximum 2 
Range 1 
Interquartile Range 1 
Skewness 1.087 .299 
Kurtosis -.846 .590 
Child's living AYDC Mean 4.71 .406 
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arrangements 95% Confidence Interval 
for Mean 
Lower Bound 3.87 
Upper Bound 5.55 
5% Trimmed Mean 4.78 
Median 5.50 
Variance 3.955 
Std. Deviation 1.989 
Minimum 1 
Maximum 7 
Range 6 
lnterquartile Range 4 
Skewness -.572 .472 
Kurtosis -1.241 .918 
HS Mean 6.47 .128 
95% Confidence Interval 
for Mean 
Lower Bound 6.21 
Upper Bound 6.72 
5% Trimmed Mean 6.61 
Median 7.00 
Variance 1.047 
Std. Deviation 1.023 
Minimum 2 
Maximum 7 
Range 5 
Interquartile Range 1 
Skewness -2.346 .299 
Kurtosis 6.247 .590 
Presence of significant 
adult figure 
AYDC Mean 
95% Confidence Interval 
for Mean 
Lower Bound 
1.25 
1.06 
.090 
Upper Bound 1.44 
5% Trimmed Mean 1.22 
Median 1.00 
Variance .196 
Std. Deviation .442 
Minimum 1 
Maximum 2 
Range 1 
Interquartile Range 1 
Skewness 1.233 .472 
Kurtosis -.531 .918 
HS Mean 1.08 .034 
95% Confidence Interval Lower Bound 1.01 
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for Mean Upper Bound 1.15 
5% Trimmed Mean 1.03 
Median 1.00 
Variance .073 
Std. Deviation .270 
Minimum 1 
Maximum 2 
Range 1 
Interquartile Range 0 
Skewness 3.220 .299 
Kurtosis 8.637 .590 
Parental mental health AYDC Mean 1.79 .085 
problems 95% Confidence Interval 
for Mean 
Lower Bound 1.62 
Upper Bound 1.97 
5% Trimmed Mean 1.82 
Median 2.00 
Variance .172 
Std. Deviation .415 
Minimum 1 
Maximum 2 
Range 1 
Interquartile Range 0 
Skewness -1.534 .472 
Kurtosis .377 .918 
HS Mean 1.92 .034 
95% Confidence Interval 
for Mean 
Lower Bound 1.85 
Upper Bound 1.99 
5% Trimmed Mean 1.97 
Median 2.00 
Variance .073 
Std. Deviation .270 
Minimum 1 
Maximum 2 
Range 1 
Interquartile Range 0 
Skewness -3.220 .299 
Kurtosis 8.637 .590 
Sibling mental health AYDC Mean 2.00 .085 
problems 95% Confidence Interval 
for Mean 
Lower Bound 1.82 
Upper Bound 2.18 
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5% Trimmed Mean 2.00 
Median 2.00 
Variance .174 
Std. Deviation .417 
Minimum 1 
Maximum 3 
Range 2 
Interquartile Range 
Skewness .000 .472 
Kurtosis 4.032 .918 
HS Mean 2.05 .041 
95% Confidence Interval 
for Mean 
Lower Bound 1.96 
Upper Bound 2.13 
5% Trimmed Mean 2.03 
Median 2.00 
Variance .109 
Std. Deviation .330 
Minimum 1 
Maximum 3 
Range 
lnterquartile Range 
2 
Skewness .925 .299 
Kurtosis 6.467 .590 
AYDC Mean 1.67 .098 
95% Confidence Interval 
for Mean 
Lower Bound 1.46 
Upper Bound 1.87 
5% Trimmed Mean 1.69 
Median 2.00 
Variance .232 
Std. Deviation .482 
Minimum 1 
Maximum 2 
Range 1 
Interquartile Range 1 
Skewness -.755 .472 
Kurtosis -1.568 .918 
HS Mean 1.77 .053 
95% Confidence Interval 
for Mean 
Lower Bound 1.66 
Upper Bound 1.87 
5% Trimmed Mean 1.80 
Parental drug abuse 
246 
Median 
Variance 
Std. Deviation 
Minimum 
Maximum 
Range 
2.00 
.182 
.427 
1 
2 
1 
Interquartile Range o 
Skewness -1.284 .299 
Kurtosis -.363 .590 
Parental alcohol abuse AYDC Mean 1.13 .069 
95% Confidence Interval 
for Mean 
Lower Bound .98 
Upper Bound 1.27 
5% Trimmed Mean 1.08 
Median 1.00 
Variance .114 
Std. Deviation .338 
Minimum 1 
Maximum 2 
Range 1 
Interquartile Range 0 
Skewness 2.422 .472 
Kurtosis 4.210 .918 
HS Mean 1.11 .039 
95% Confidence Interval 
for Mean 
Lower Bound 1.03 
Upper Bound 1.19 
5% Trimmed Mean 1.07 
Median 1.00 
Variance .099 
Std. Deviation .315 
Minimum 1 
Maximum 2 
Range 1 
Interquartile Range 0 
Skewness 2.564 .299 
Kurtosis 4.719 .590 
Parental criminal history AYDC Mean 1.42 .103 
95% Confidence Interval 
for Mean 
Lower Bound 1.20 
Upper Bound 1.63 
5% Trimmed Mean 1.41 
Median 1.00 
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Variance .254 
Std. Deviation .504 
Minimum 1 
Maximum 2 
Range 1 
Interquartile Range 
Skewness .361 .472 
Kurtosis -2.048 .918 
HS Mean 1.83 .048 
95% Confidence Interval 
for Mean 
Lower Bound 1.73 
Upper Bound 1.92 
5% Trimmed Mean 1.86 
Median 2.00 
Variance .145 
Std. Deviation .380 
Minimum 1 
Maximum 2 
Range 1 
Interquartile Range 0 
Skewness -1.781 .299 
Kurtosis 1.211 .590 
AYDC Mean 2.25 .124 
95% Confidence Interval 
for Mean 
Lower Bound 1.99 
Upper Bound 2.51 
5% Trimmed Mean 2.28 
Median 2.00 
Variance .370 
Std. Deviation .608 
Minimum 1 
Maximum 3 
Range 2 
Interquartile Range 1 
Skewness -.158 .472 
Kurtosis -.347 .918 
HS Mean 2.06 .038 
95% Confidence Interval 
for Mean 
Lower Bound 1.99 
Upper Bound 2.14 
5% Trimmed Mean 2.03 
Median 2.00 
Variance .091 
Sibling criminal history 
248 
Std. Deviation 
Minimum 
Maximum 
Range 
.302 
1 
3 
2 
Interquartile Range o 
Skewness 1.727 .299 
Kurtosis 7.620 .590 
Use drugs AYDC Mean 1.21 .085 
95% Confidence Interval 
for Mean 
Lower Bound 1.03 
Upper Bound 1.38 
5% Trimmed Mean 1.18 
Median 1.00 
Variance .172 
Std. Deviation .415 
Minimum 1 
Maximum 2 
Range 1 
Interquartile Range 0 
Skewness 1.534 .472 
Kurtosis .377 .918 
HS Mean 1.81 .049 
95% Confidence Interval 
for Mean 
Lower Bound 1.71 
Upper Bound 1.91 
5% Trimmed Mean 1.85 
Median 2.00 
Variance .155 
Std. Deviation .393 
Minimum 1 
Maximum 2 
Range 1 
Interquartile Range 0 
Skewness -1.640 .299 
Kurtosis .711 .590 
Drug use severity AYDC Mean 5.42 .489 
95% Confidence Interval 
for Mean 
Lower Bound 4.41 
Upper Bound 6.43 
5% Trimmed Mean 5.57 
Median 7.00 
Variance 5.732 
Std. Deviation 2.394 
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Minimum 
Maximum 7 
Range 6 
Interquartile Range 2 
Skewness -1.308 .472 
Kurtosis -.024 .918 
HS Mean 1.36 .112 
95% Confidence Interval 
for Mean 
Lower Bound 1.14 
Upper Bound 1.58 
5% Trimmed Mean 1.22 
Median 1.00 
Variance .805 
Std. Deviation .897 
Minimum 1 
Maximum 5 
Range 4 
Interquartile Range 0 
Skewness 2.751 .299 
Kurtosis 7.518 .590 
Alcohol use AYDC Mean 2.08 .058 
95% Confidence Interval 
for Mean 
Lower Bound 1.96 
Upper Bound 2.20 
5% Trimmed Mean 2.04 
Median 2.00 
Variance .080 
Std. Deviation .282 
Minimum 2 
Maximum 3 
Range 1 
Interquartile Range 0 
Skewness 3.220 .472 
Kurtosis 9.124 .918 
HS Mean 2.25 .055 
95% Confidence Interval 
for Mean 
Lower Bound 2.14 
Upper Bound 2.36 
5% Trimmed Mean 2.22 
Median 2.00 
Variance .190 
Std. Deviation .436 
Minimum 2 
250 
Maximum 
Range 
Interquartile Range 
Skewness 
Kurtosis 
1 
1 
1.183 
-.622 
.299 
.590 
Alcohol use severity AYDC Mean 5.13 .368 
95% Confidence Interval 
for Mean 
Lower Bound 4.36 
Upper Bound 5.89 
5% Trimmed Mean 5.25 
Median 5.00 
Variance 3.245 
Std. Deviation 1.801 
Minimum 1 
Maximum 7 
Range 6 
Interquartile Range 2 
Skewness -1.128 .472 
Kurtosis .714 .918 
HS Mean 2.77 .195 
95% Confidence Interval 
for Mean 
Lower Bound 2.38 
Upper Bound 3.16 
5% Trimmed Mean 2.72 
Median 2.00 
Variance 2.436 
Std. Deviation 1.561 
Minimum 1 
Maximum 6 
Range 5 
Interquartile Range 4 
Skewness .507 .299 
Kurtosis -1.170 .590 
Cigarette use AYDC Mean 1.17 .078 
95% Confidence Interval 
for Mean 
Lower Bound 1.01 
Upper Bound 1.33 
5% Trimmed Mean 1.13 
Median 1.00 
Variance .145 
Std. Deviation .381 
Minimum 1 
Maximum 2 
251 
Range 
Interquartile Range o 
Skewness 1.910 .472 
Kurtosis 1.792 .918 
HS Mean 1.72 .057 
95% Confidence Interval 
for Mean 
Lower Bound 1.61 
Upper Bound 1.83 
5% Trimmed Mean 1.74 
Median 2.00 
Variance .205 
Std. Deviation .453 
Minimum 1 
Maximum 2 
Range 1 
Interquartile Range 1 
Skewness -.997 .299 
Kurtosis -1.040 .590 
Cigarette use severity AYDC Mean 3.96 .332 
95% Confidence Interval 
for Mean 
Lower Bound 3.27 
Upper Bound 4.65 
5% Trimmed Mean 4.06 
Median 5.00 
Variance 2.650 
Std. Deviation 1.628 
Minimum 1 
Maximum 5 
Range 4 
Interquartile Range 3 
Skewness -1.114 .472 
Kurtosis -.578 .918 
HS Mean 1.52 .120 
95% Confidence Interval 
for Mean 
Lower Bound 1.28 
Upper Bound 1.76 
5% Trimmed Mean 1.39 
Median 1.00 
Variance .920 
Std. Deviation .959 
Minimum 1 
Maximum 5 
Range 
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lnterquartile Range 
Skewness 
Kurtosis 
1 
1.791 
2.435 
.299 
.590 
Criminal convictions AYDC Mean 1.13 .069 
95% Confidence Interval 
for Mean 
Lower Bound .98 
Upper Bound 1.27 
5% Trimmed Mean 1.08 
Median 1.00 
Variance .114 
Std. Deviation .338 
Minimum 1 
Maximum 2 
Range 1 
lnterquartile Range o 
Skewness 2.422 .472 
Kurtosis 4.210 .918 
Severity of criminal AYDC Mean 3.21 .190 
convictions 95% Confidence Interval 
for Mean 
Lower Bound 2.81 
Upper Bound 3.60 
5% Trimmed Mean 3.22 
Median 3.00 
Variance .868 
Std. Deviation .932 
Minimum 1 
Maximum 5 
Range 4 
Interquartile Range 1 
Skewness -.099 .472 
Kurtosis .552 .918 
HS Mean 1.02 .016 
95% Confidence Interval 
for Mean 
Lower Bound .98 
Upper Bound 1.05 
5% Trimmed Mean 1.00 
Median 1.00 
Variance .016 
Std. Deviation .125 
Minimum 1 
Maximum 2 
Range 1 
Interquartile Range 0 
Skewness 8.000 .299 
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Kurtosis 64.000 .590 
Victim of physical abuse 	AYDC Mean 2.38 .101 
95% Confidence Interval 
for Mean 
Lower Bound 2.17 
Upper Bound 2.58 
5% Trimmed Mean 2.36 
Median 2.00 
Variance .245 
Std. Deviation .495 
Minimum 2 
Maximum 3 
Range 1 
Interquartile Range 1 
Skewness .551 .472 
Kurtosis -1.859 .918 
HS Mean 1.05 .027 
95% Confidence Interval 
for Mean 
Lower Bound .99 
Upper Bound 1.10 
5% Trimmed Mean 1.00 
Median 1.00 
Variance .045 
Std. Deviation .213 
Minimum 1 
Maximum 2 
Range 1 
Interquartile Range o 
Skewness 4.391 .299 
Kurtosis 17.838 .590 
Severity of physical abuse AYDC Mean 1.50 .147 
suffered 95% Confidence Interval 
for Mean 
Lower Bound 1.19 
Upper Bound 1.81 
5% Trimmed Mean 1.44 
Median 1.00 
Variance .522 
Std. Deviation .722 
Minimum 1 
Maximum 3 
Range 2 
Interquartile Range 1 
Skewness 1.133 .472 
Kurtosis -.012 .918 
Victim of sexual abuse 	AYDC Mean 2.13 .069 
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95% Confidence Interval 
for Mean 
Lower Bound 1.98 
Upper Bound 2.27 
5% Trimmed Mean 2.08 
Median 2.00 
Variance .114 
Std. Deviation .338 
Minimum 2 
Maximum 3 
Range 1 
Interquartile Range 0 
Skewness 2.422 .472 
Kurtosis 4.210 .918 
HS Mean 1.05 .027 
95% Confidence Interval 
for Mean 
Lower Bound .99 
Upper Bound 1.10 
5% Trimmed Mean 1.00 
Median 1.00 
Variance .045 
Std. Deviation .213 
Minimum 1 
Maximum 2 
Range 1 
Interquartile Range 0 
Skewness 4.391 .299 
Kurtosis 17.838 .590 
Frequency of sexual 
abuse 
AYDC Mean 1.21 .134 
95% Confidence Interval 
for Mean 
Lower Bound .93 
Upper Bound 1.49 
5% Trimmed Mean 1.08 
Median 1.00 
Variance .433 
Std. Deviation .658 
Minimum 1 
Maximum 4 
Range 3 
Interquartile Range 0 
Skewness 3.756 .472 
Kurtosis 15.108 .918 
a. Number of criminal convictions is constant when Participant group = HS. It has been omitted. 
b. Criminal convictions is constant when Participant group = HS. It has been omitted. 
c. Severity of physical abuse suffered is constant when Participant group = HS. It has been omitted. 
d. Frequency of sexual abuse is constant when Participant group = HS. It has been omitted. 
Crosstabs 
Categorical Age variable* Participant group 
Crosstab 
Count 
Participant group 
Total AYDC HS 
Categorical Age variable 	13 1 15 16 
14 4 37 41 
15 5 23 28 
16 7 26 33 
17 12 11 23 
18 3 1 4 
Total 32 113 145 
Chi-Square Tests 
Value df 
Asymp. Sig. (2- 
sided) 
Pearson Chi-Square 24.881 a 
U
)  1
1
)  
,-
  
.000 
Likelihood Ratio 22.638 .000 
Linear-by-Linear Association 19.739 .000 
N of Valid Cases 145 
a. 3 cells (25.0%) have expected count less than 5. The minimum expected 
count is .88. 
Family income bracket * Participant group 
Crosstab 
Count 
Participant group 
Total AYDC HS 
Family income bracket 	10000-19999 2 2 4 
20000-29999 2 2 4 
30000-39999 7 7 14 
40000-49999 6 9 15 
50000+ 10 70 80 
Total 27 90 117 
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Chi-Square Tests 
Value df 
Asymp. Sig. (2- 
sided) 
Pearson Chi-Square 16.445a 
cl-  
c
t
 ,—
  
.002 
Likelihood Ratio 15.436 .004 
Linear-by-Linear Association 13.549 .000 
N of Valid Cases 117 
a. 6 cells (60.0%) have expected count less than 5. The minimum expected 
count is .92. 
Gender * Participant group 
Crosstab 
Count 
Participant group 
AYDC HS Total 
Gender Male 30 57 87 
Female 2 56 58 
Total 32 113 145 
Chi-Square Tests 
Value df 
Asymp. Sig. (2- 
sided) 
Exact Sig. (2- 
sided) 
Exact Sig. (1- 
sided) 
Pearson Chi-Square 19.488 a 1 .000 
Continuity Correction ° 17.726 1 .000 
Likelihood Ratio 23.568 1 .000 
Fisher's Exact Test .000 .000 
Linear-by-Linear Association 19.354 1 .000 
N of Valid Cases 145 
a. 0 cells (.0%) have expected count less than 5. The minimum expected count is 12.80. 
b. Computed only for a 2x2 table 
Enjoyment of school * Participant group 
Crosstab 
Count 
Participant group 
AYDC HS Total 
Enjoyment of school yes 18 76 94 
no 14 27 41 
Total 32 103 135 
Chi-Square Tests 
Value df 
Asymp. Sig. (2- 
sided) 
Exact Sig. (2- 
sided) , 
Exact Sig. (1- 
sided) 
Pearson Chi-Square 3.551 a 1 .060 
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Continuity Correction ° 2.770 1 .096 
Likelihood Ratio 3.404 1 .065 
Fisher's Exact Test .078 .050 
Linear-by-Linear Association 3.524 1 .060 
N of Valid Cases 135 
a. 0 cells (.0%) have expected count less than 5. The minimum expected count is 9.72. 
b. Computed only for a 2x2 table 
Child's living arrangements * Participant group 
Crosstab 
Count 
Participant group 
Total AYDC HS 
Child's living arrangements 	Homeless 1 0 1 
Other 6 1 7 
Other family 4 2 6 
One step parent o 1 1 
One biological parent/One step 
parent 
5 13 18 
One biological parent 11 12 23 
Both Biological Parents 5 70 75 
Total 32 99 131 
Chi-Square Tests 
Value df 
Asymp. Sig. (2- 
sided) 
Pearson Chi-Square 43.205a 
CD
  C
O
  
,-  
.000 
Likelihood Ratio 42.430 .000 
Linear-by-Linear Association 32.904 .000 
N of Valid Cases 131 
a. 8 cells (57.1%) have expected count less than 5. The minimum expected 
count is .24. 
Presence of significant adult figure * Participant group 
Crosstab 
Count 
Participant group 
AYDC HS Total 
Presence of significant adult 
figure 
yes 
no 
24 
8 
82 
13 
106 
21 
Total 32 95 127 
Chi-Square Tests 
I 	 I Value df 
Asymp. Sig. (2- 
sided) 
Exact Sig. (2- 
sided) 
Exact Sig. (1- 
sided) 
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Pearson Chi-Square 2.221 a 1 .136 
Continuity Correction ° 1.477 1 .224 
Likelihood Ratio 2.069 1 .150 
Fishers Exact Test .169 .114 
Linear-by-Linear Association 2.203 1 .138 
N of Valid Cases 127 
a. 0 cells (.0%) have expected count less than 5. The minimum expected count is 5.29. 
b. Computed only for a 2x2 table 
Parental mental health problems * Participant group 
Crosstab 
Count 
Participant group 
AYDC HS Total 
Parental mental health yes 7 6 13 
problems no 25 91 116 
Total 32 97 129 
Chi-Square Tests 
Value df 
Asymp. Sig. (2- 
sided) 
Exact Sig. (2- 
sided) 
Exact Sig. (1- 
sided) 
Pearson Chi-Square 6.536a 1 .011 
Continuity Correction ° 4.919 1 .027 
Likelihood Ratio 5.673 1 .017 
Fishers Exact Test .017 .017 
Linear-by-Linear Association 6.486 1 .011 
N of Valid Cases 129 
a. 1 cells (25.0%) have expected count less than 5. The minimum expected count is 3.22. 
b. Computed only for a 2x2 table 
Sibling mental health problems * Participant group 
Crosstab 
Count 
Participant group 
Total AYDC HS 
Sibling mental health problems NA 3 18 21 
no 25 89 114 
yes 4 6 10 
Total 32 113 145 
Chi-Square Tests 
Value df 
Asymp. Sig. (2- 
sided) 
Pearson Chi-Square 
Likelihood Ratio 
2.610a 
2.439 
2 
2 
.271 
.295 
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'
Linear-by-Linear Association 
N of Valid Cases 
a. 2 cells (33.3%) have expected count less than 5. The minimum expected 
count is 2.21. 
Parental drug abuse * Participant group 
Crosstab 
Count 
Participant group 
AYDC HS , Total 
Parental drug abuse yes 12 17 29 
no 20 78 98 
Total 32 95 127 
Chi-Square Tests 
Value df 
Asymp. Sig. (2- 
sided) 
Exact Sig. (2- 
sided) 
Exact Sig. (1- 
sided) 
Pearson Chi-Square 5.222° 1 .022 
Continuity Correction ° 4.168 1 .041 
Likelihood Ratio 4.866 1 .027 
Fisher's Exact Test .029 .023 
Linear-by-Linear Association 5.180 1 .023 
N of Valid Cases 127 
a. 0 cells (.0%) have expected count less than 5. The minimum expected count is 7.31. 
b. Computed only for a 2x2 table 
Parental alcohol abuse * Participant group 
Crosstab 
Count 
Participant group 
AYDC HS Total 
Parental alcohol abuse yes 29 86 115 
no 3 11 14 
Total 32 97 129 
Chi-Square Tests 
Value df 
Asymp. Sig. (2- 
sided) 
Exact Sig. (2- 
sided) 
Exact Sig. (1- 
sided) 
Pearson Chi-Square .096° 1 .757 
Continuity Correction ° .000 1 1.000 
Likelihood Ratio .099 1 .753 
Fisher's Exact Test 1.000 .525 
2.249 
145 
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1 Linear-by-Linear Association N of Valid Cases 
     
     
.095 1 .758 
  
129 
    
      
a. 1 cells (25.0%) have expected count less than 5. The minimum expected count is 3.47. 
b. Computed only for a 2x2 table 
Parental criminal history* Participant group 
Crosstab 
Count 
Participant group 
AYDC HS Total 
Parental criminal history yes 18 14 32 
no 14 82 96 
Total 32 96 128 
Chi-Square Tests 
Value df 
Asymp. Sig. (2- 
sided) 
Exact Sig. (2- 
sided) 
Exact Sig. (1- 
sided) 
Pearson Chi-Square 22.222a 1 .000 
Continuity Correction ° 20.056 1 .000 
Likelihood Ratio 20.338 1 .000 
Fisher's Exact Test .000 .000 
Linear-by-Linear Association 22.049 1 .000 
N of Valid Cases 128 
a. 0 cells (.0%) have expected count less than 5. The minimum expected count is 8.00. 
b. Computed only for a 2x2 table 
Sibling criminal history* Participant group 
Crosstab 
Count 
Participant group 
Total AYDC HS 
Sibling criminal history 	NA 3 21 24 
no 16 85 101 
yes 13 7 20 
Total 32 113 145 
Chi-Square Tests 
Value df 
Asymp. Sig. (2- 
sided) 
Pearson Chi-Square 24.988a 
CV
  C
\
J
 ,-  
.000 
Likelihood Ratio 20.792 .000 
Linear-by-Linear Association 15.582 .000 
N of Valid Cases 145 
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Chi-Square Tests 
Value df 
Asymp. Sig. (2- 
sided) 
Pearson Chi-Square 24.988a 
C
\J C
\1
 ,-
  
.000 
Likelihood Ratio 20.792 .000 
Linear-by-Linear Association 15.582 .000 
N of Valid Cases 145 
a. 1 cells (16.7%) have expected count less than 5. The minimum expected 
count is 4.41. 
Use drugs * Participant group 
Crosstab 
Count 
Participant group 
AYDC HS Total 
Use drugs yes 25 16 41 
no 7 79 86 
Total 32 95 127 
Chi-Square Tests 
Value df 
Asymp. Sig. (2- 
sided) 
Exact Sig. (2- 
sided) 
Exact Sig. (1- 
sided) 
Pearson Chi-Square 41.122a 1 .000 
Continuity Correction° 38.366 1 .000 
Likelihood Ratio 40.001 1 .000 
Fisher's Exact Test .000 .000 
Linear-by-Linear Association 40.798 1 .000 
N of Valid Cases 127 
a. 0 cells (.0%) have expected count less than 5. The minimum expected count is 10.33. 
b. Computed only for a 2x2 table 
Drug use severity * Participant group 
Crosstab 
Count 
Participant group 
AYDC HS Total 
Drug use severity Do not use drugs 7 80 87 
One off 5 5 
Less than once a month 6 6 
Once a week or less 3 3 6 
Once a day or less 4 1 5 
More than once a day 18 0 18 
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Crosstab 
Count 
Participant group 
Total AYDC HS 
Drug use severity 	Do not use drugs 
T■
 0
  
0
  C
O
  
cl-  C
O
  C
V
 
,-
  C
O
  
80 87 
One off 5 5 
Less than once a month 6 6 
Once a week or less 3 6 
Once a day or less 1 5 
More than once a day 0 18 
Total 95 127 
Chi-Square Tests 
Value df 
Asymp. Sig. (2- 
sided) 
Pearson Chi-Square 80.646a 
L
O
 L
O
 ,-
  
.000 
Likelihood Ratio 81.357 .000 
Linear-by-Linear Association 73.787 .000 
N of Valid Cases 127 
a. 9 cells (75.0%) have expected count less than 5. The minimum expected 
count is 1.26. 
Alcohol use * Participant group 
Crosstab 
Count 
Participant group 
AYDC HS Total 
Alcohol use yes 30 69 99 
no 2 25 27 
Total 32 94 126 
Chi-Square Tests 
Value df 
Asymp. Sig. (2- 
sided) 
Exact Sig. (2- 
sided) 
Exact Sig. (1- 
sided) 
Pearson Chi-Square 5.869a  1 .015 
Continuity Correction ° 4.723 1 .030 
Likelihood Ratio 7.083 1 .008 
Fisher's Exact Test .014 .010 
Linear-by-Linear Association 5.823 1 .016 
N of Valid Cases 126 
a. 0 cells (.0%) have expected count less than 5. The minimum expected count is 6.86. 
b. Computed only for a 2x2 table 
Alcohol use severity * Participant group 
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Crosstab 
Count 
Participant group 
Total AYDC HS 
Alcohol use severity 	Do not use alcohol 2 44 46 
one off 1 30 31 
less than once a month 1 13 14 
once a month 2 2 4 
once a week or less 15 22 37 
once a day or less 5 2 7 
more than once a day 6 0 6 
Total 32 113 145 
Chi-Square Tests 
Value df 
Asymp. Sig. (2- 
sided) 
Pearson Chi-Square 56.871' 
C
O
 CO
 .,-  
.000 
Likelihood Ratio 56.681 .000 
Linear-by-Linear Association 47.819 .000 
N of Valid Cases 145 
a. 6 cells (42.9%) have expected count less than 5. The minimum expected 
count is .88. 
Cigarette use * Participant group 
Crosstab 
Count 
Participant group 
AYDC HS Total 
Cigarette use yes 27 23 50 
no 5 70 75 
Total 32 93 125 
Chi-Square Tests 
, Value df 
Asymp. Sig. (2- 
sided) 
Exact Sig. (2- 
sided) 
Exact Sig. (1- 
sided) 
Pearson Chi-Square 35.289' 1 .000 
Continuity Correction" 32.848 1 .000 
Likelihood Ratio 36.474 1 .000 
Fisher's Exact Test .000 .000 
Linear-by-Linear Association 35.007 1 .000 
N of Valid Cases 125 
a. 0 cells (.0%) have expected count less than 5. The minimum expected count is 12.80. 
b. Computed only for a 2x2 table 
Cigarette use severity * Participant group 
Crosstab 
Participant group 
AYDC 
	
HS 
	
Total 
112 
	
113 
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Count 
Participant group 
Total AYDC HS 
Cigarette use severity 	NA 5 93 98 
one off 2 6 8 
occassional 2 9 11 
light 2 3 5 
heavy 21 2 23 
Total 32 113 145 
Chi-Square Tests 
Value df 
Asymp. Sig. (2- 
sided) 
Pearson Chi-Square 81.580a 
‘zr •:1-  
,-  
.000 
Likelihood Ratio 73.812 .000 
Linear-by-Linear Association 74.427 .000 
N of Valid Cases 145 
a. 4 cells (40.0%) have expected count less than 5. The minimum expected 
count is 1.10. 
Criminal convictions * Participant group 
Crosstab 
Count 
Participant group 
AYDC HS Total 
Criminal convictions yes 27 0 27 
no 5 113 118 
Total 32 113 145 
Chi-Square Tests 
Value df 
Asymp. Sig. (2- 
sided) 
Exact Sig. (2- 
sided) 
Exact Sig. (1- 
sided) 
Pearson Chi-Square 117.160 a 1 .000 
Continuity Correction ° 111.658 1 .000 
Likelihood Ratio 111.658 1 .000 
Fisher's Exact Test .000 .000 
Linear-by-Linear Association 116.352 1 .000 
N of Valid Cases 145 
a. 0 cells (.0%) have expected count less than 5. The minimum expected count is 5.96. 
b. Computed only for a 2x2 table 
Severity of criminal convictions * Participant group 
Crosstab 
Count 
1Severity of criminal convictions No convictions 
misdemeanour 4 5 
theft 16 16 
robbery 7 7 
assault 4 0 4 
Total 32 113 145 
Chi-Square Tests 
Value df 
Asymp. Sig. (2- 
sided) 
Pearson Chi-Square 134.585a 
T
t  
.4-  
,-  
.000 
Likelihood Ratio 136.606 .000 
Linear-by-Linear Association 117.190 .000 
N of Valid Cases 145 
a. 6 cells (60.0%) have expected count less than 5. The minimum expected 
count is .88. 
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Means 
Report 
Age 
Participant group Mean N Std. Deviation Minimum Maximum Variance 
AYDC 16.0578 32 1.22679 13.40 18.40 1.505 
HS 14.8323 113 1.20429 12.60 18.00 1.450 
Total 15.1028 145 1.30848 12.60 18.40 1.712 
Report 
Highest grade completed at school 
Participant group Mean N Std. Deviation Minimum Maximum Variance 
AYDC 8.31 32 1.355 5 10 1.835 
HS 7.61 113 1.153 6 10 1.329 
Total 7.77 145 1.230 5 10 1.514 
Report 
WISC-III / SPM Estimated FSIQ 
Participant group Mean N Std. Deviation Minimum Maximum Variance 
AYDC 78.66 32 14.936 46 115 223.072 
HS 98.90 110 15.745 67 132 247.907 
Total 94.34 142 17.684 46 132 312.736 
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Report 
Participant group 
APS 
Internali 
sing 
factor 
APS 
Externalisi 
ng factor 
APS 
ADHD 
scale 
APS 
Condu 
ct 
Disord 
er 
scale 
APS 
Adjustme 
nt 
disorder 
scale 
APS 
Major 
Depressio 
n scale 
APS 
Substanc 
e Abuse 
scale 
APS 
Panic 
disord 
er 
scale 
APS 
Obsessiv 
e 
Compulsi 
ve 
Disorder 
scale 
APS 
Generalis 
ed Anxiety 
Disorder 
scale 
APS 
Separatio 
n Anxiety 
disorder 
scale 
APS 
Post- 
Traumati 
c Stress 
Disorder 
scale 
APS 
Dysthymi 
c 
Disorder 
scale 
APS 
Manic 
symptom 
s scale 
APS 
Schizophren 
ia symptoms 
scale 
AYD Mean 55.66 70.50 60.25 76.66 65.41 54.00 72.62 54.59 55.75 53.37 60.59 58.06 55.00 55.00 56.74 
C 
N 32 32 32 32 32 32 32 32 32 32 32 32 32 32 31 
Std. 13.377 11.402 10.274 10.606 9.588 12.112 21.077 14.635 14.895 11.994 17.872 13.038 9.712 12.258 13.897 
Deviation 
Minimum 37 51 38 55 43 38 45 42 40 35 41 38 39 34 41 
Maximum 90 94 79 91 76 85 122 100 88 79 100 84 75 74 98 
Variance 178.943 130.000 105.54 112.49 91.926 146.710 444.242 214.18 221.871 143.855 319.410 169.996 94.323 150.258 193.131 
8 1 4 
HS 	Mean 52.13 51.82 51.44 51.66 51.82 51.54 50.87 52.05 51.81 51.48 51.59 51.98 52.66 50.26 51.87 
N 108 108 108 107 108 108 108 108 107 108 108 108 108 108 108 
Std. 12.128 11.201 10.389 12.268 11.192 11.472 9.356 11.431 10.967 10.613 10.246 11.531 12.564 10.412 11.421 
Deviation 
Minimum 37 34 33 40 35 38 45 42 40 37 41 36 34 34 41 
Maximum 92 83 81 91 86 85 91 109 88 85 93 82 86 90 105 
Variance 147.086 125.473 107.93 150.50 125.268 131.615 87.534 130.66 120.267 112.645 104.973 132.953 157.853 108.399 130.432 
1 8 1 
Total Mean 52.94 56.09 53.46 57.42 54.93 52.10 55.84 52.63 52.72 51.91 53.65 53.37 53.19 51.34 52.96 
N 140 140 140 139 140 140 140 140 139 140 140 140 140 140 139 
Std. 12.464 13.694 10.972 15.886 12.235 11.624 15.827 12.227 12.041 10.928 12.901 12.117 11.980 10.998 12.135 
Deviation 
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37 34 33 40 35 38 45 42 40 35 41 36 34 34 41 r Minimum Maximum 92 94 81 91 86 85 122 109 88 85 100 84 86 90 105 Variance 155.341 187.524 120.39 252.37 149.693 135.112 250.508 149.50 144.986 119.431 166.431 146.825 143.524 120.946 147.259 4 5 1 
Report 
Participant group 
BaRON EQi:YV 
Total score (EQ) 
BaRON EQi:YV 
Interpersonal 
BaRON EQi:YV 
Intrapersonal 
BaRON EQi:YV 
Stress management 
BaRON EQi:YV 
Adaptability 
BaRON EQi:YV 
General Mood 
AYDC 	Mean 86.00 89.41 93.66 86.22 91.22 88.50 
N 32 32 32 32 32 32 
Std. Deviation 15.872 15.016 16.694 18.376 16.717 15.783 
Minimum 65 65 67 65 65 65 
Maximum 128 112 128 129 129 117 
Variance 251.935 225.475 278.684 337.660 279.467 249.097 
HS 	Mean 94.32 90.11 96.62 98.51 94.68 89.98 
N 84 84 84 84 84 84 
Std. Deviation 16.278 16.341 14.116 16.192 17.418 17.898 
Minimum 65 65 65 65 65 65 
Maximum 130 123 130 128 130 122 
Variance 264.968 267.012 199.251 262.181 303.401 320.337 
Total 	Mean 92.03 89.91 95.80 95.12 93.72 89.57 
N 116 116 116 116 116 116 
Std. Deviation 16.526 15.925 14.856 17.627 17.226 17.285 
Minimum 65 65 65 65 65 65 
Maximum 130 123 130 129 130 122 
Variance 273.104 253.593 220.699 310.698 296.723 298.787 
Report 
Participant group 
JEPQ-RS 
Extraversion 
JEPQ-RS 
Neuroticism 
JEPQ-RS 
Psychoticism 
AYDC 	Mean 8.91 6.28 4.03 
N 32 32 32 
Std. Deviation 2.620 3.585 2.533 
Minimum 2 o 0 
Maximum 12 12 8 
Variance 6.862 12.854 6.418 
HS 	Mean 7.81 5.74 2.65 
N 99 99 99 
Std. Deviation 3.122 3.536 2.215 
Minimum 0 o 0 
Maximum 12 12 8 
Variance 9.749 12.502 4.904 
Total 	Mean 8.08 5.87 2.98 
N 131 131 131 
Std. Deviation 3.035 3.542 2.363 
Minimum 0 0 0 
Maximum 12 12 8 
Variance 9.210 12.545 5.584 
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